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SMAC 

THE  HIGH  SPEED, 

COMPUTER- 

CONTROLLED, 

BIOCHEMICAL 

ANALYZER 


PCL's  Newest  Arrival . . . Delaware's  First 


The  Technicon  SMAC  (Sequential  Multiple  Analysis  with  Computer) 
needs  less  than  VTml.  of  serum  to  perform  up  to  20  different  bio- 
chemical determinations,  plus  four  calculations.  And,  it  is  capable 
of  performing  the  twenty  (20)  determinations  on  150  patient-samples 
per  hour. . . plus  calculating  an  A/G  ratio,  a BUN/Creatinine  ratio, 
Globulin,  and  Indirect  Bilirubin  for  each  one. 


Delaware's  Only 
Full-Service, 
Independent, 
Clinical  Laboratory 


The  smaller,  sample-size  requirement  decreases  the  number  of  col- 
lection tubes  needed,  and  virtually  eliminates  the  need  for  redraws  or 
repeats.  It  also  makes  it  possible  to  obtain  sufficient  blood,  for  analytical 
tests,  when  it  is  normally  impossible  or  inadvisable  to  obtain  larger 
samples  from  pediatric,  geriatric  or  other  low-draw  patients. 

Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  Nj,  MD,  PA  and  DC,  1-800-441-7021. 

And,  remember,  we  pick  up  twice-a-day  in  New  Castle  County 
and  surrounding  area. 


Professional  Clinical  Laboratories 

1701  Shallcross  Avenue,  Wilmington,  DE  19806  (302)575-0570 
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Can  Your  Lab  Pass  This  Test? 

(Check  all  services  that  apply.) 

Professional 

Clinical 

Laboratories 

Your 

Laboratory 

Full  Service  Laboratory 

S 

□ 

Twice-A-Day  Pickup 

S 

□ 

Training  Seminars 

S 

□ 

Herpes — 48  Hour  Diagnosis 

S 

□ 

No  Charge  STAT  Service 

s 

□ 

Hepatitis — Complete  Profile 

s 

□ 

STAT  Pickup 

s' 

□ 

Eight  Convenient  Locations 

For  Phlebotomy 

B 

□ 

Same  Day  Testing/Results 
(PT,  PTT,  Digoxin,  Serum 
Pregnancy  (HCG  by  RIA)  and 

Serum  Estriol) 

S 

□ 

TORCH  Profile 

S 

□ 

House  Calls — 24  Hr.  Notice 

S' 

□ 

PCB  Testing 

S' 

□ 

Routine  Tests — 18  Hr.  Results 

S' 

□ 

Full  Toxicology  Services 

s 

□ 

SMAC  (20  Tests  From  Vice  Serum) 

s 

□ 

Delaware's  Only 
Full  Service, 
Independent, 
Clinical  Laboratory 


Give  us  a call  for  more  information.  Toll  free:  In  Delaware,  1-800- 
292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021. 


Professional  Clinkal  Laboratories 

1701  Shallcross  Avenue,  Wilmington,  DE  19806  (302)575-0570 
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48  HOUR 
DIAGNOSIS 


Specimens  for  Herpes  Simplex  Virus  (HSV)  isolation  and/or  iden- 
tification must  be  collected  from  patients  when  they  are  in  the  acute 
infectious  phase.  And,  it  is  important  that  they  are  transported  to  the 
laboratory  under  controlled  conditions. 

It  is  equally  important,  however,  to  report  test  results  as  rapidly 
as  possible.  Professional  Clinical  Laboratories  is  now  providing  test 
results  in  just  48  hours  after  receiving  your  specimens;  using  new, 
FDA-approved  methodology. 

We  provide  the  sterile  transport  tubes  for  your  use,  plus  the  fast 
service  you  need;  we  pick  up  twice-a-day  in  New  Castle  County 
and  surrounding  area. 

Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021 . 


Delaware's  Only 
Full-Service, 
Independent, 
Clinical  Laboratory 


Professional  Clinical  Laboratories 

1701  Shallcross  Avenue,  Wilmington,  DE  19806  (302)575-0570 


FOUNDED 
1 7 7-6 


INCORPORATED 
1 7 R 9 
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THE  HIGH  SPEED, 

COMPUTER- 

CONTROLLED, 

BIOCHEMICAL 

ANALYZER 


The  Technicon  SMAC  (Sequential  Multiple  Analysis  with  Computer) 
needs  less  than  V2  ml.  of  serum  to  perform  up  to  20  different  bio- 
chemical determinations,  plus  four  calculations.  And,  it  is  capable 
of  performing  the  twenty  (20)  determinations  on  150  patient-samples 
per  hour. . . plus  calculating  an  A/G  ratio,  a BUN/Creatinine  ratio, 
Globulin,  and  Indirect  Bilirubin  for  each  one. 


Delaware's  Only 
Full-Service, 
Independent, 
Clinical  Laboratory 


The  smaller,  sample-size  requirement  decreases  the  number  of  col- 
lection tubes  needed,  and  virtually  eliminates  the  need  for  redraws  or 
repeats.  It  also  makes  it  possible  to  obtain  sufficient  blood,  for  analytical 
tests,  when  it  is  normally  impossible  or  inadvisable  to  obtain  larger 
samples  from  pediatric,  geriatric  or  other  low-draw  patients. 

Give  us  a call  for  more  information.  Toll  free:  In  Delaware, 
1-800-292-7813;  or  from  NJ,  MD,  PA  and  DC,  1-800-441-7021. 

And,  remember,  we  pick  up  twice-a-day  in  New  Castle  County 
and  surrounding  area. 


Professional  Clinical  Laboratories 

1701  Shallcross  Avenue,  Wilmington,  DE  19806  (302)575-0570 
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COALITIONS:  ARE  WE  IN  OR  OUT? 


In  my  remarks  to  the  House  of  Delegates,  I 
touched  upon  my  concern  about  the  physician’s 
image  today.  I noted  that  as  a group  of  profes- 
sionals granted  the  privilege  to  treat  human 
beings,  we  could  not  afford  to  be  perceived  as 
insensitive  to  the  economic  plight  of  many  of 
our  citizens  and  concerned  only  with  our  own 
economic  welfare. 

A recent  poll  in  The  New  York  Times  lists 
physicians  right  at  the  top  as  responsible  for  the 
high  cost  of  medical  care.  This  perception  on 
the  part  of  consumers  is  brought  about  by  the 
fact  that  they  feel  that  the  physician  is  in  charge, 
and  therefore  he  is  responsible  for  continued 
soaring  health  care  costs. 

Until  recently,  it  was  a rarity  in  our  country 
to  witness  coalitions  of  Industry,  Labor,  Govern- 
ment, and  Consumers  formed  to  work  together 
to  solve  a socio-economic  problem.  Now,  however, 
these  coalitions  can  be  found  at  all  levels,  from 
grass  roots  to  national.  They  are  determined  to 
do  something  about  the  neverending  escalation 
of  health  expenditures. 

Of  particular  concern  to  me  is  the  obvious 
omission  of  organized  medicine  from  these  de- 
liberations. 


As  a group,  we  represent  less  than  one  half 
of  one  percent  of  the  work  force,  and  yet  we 
direct  and  influence  the  consumption  of  about 
ten  percent  of  the  Gross  National  Product.  We 
manage  to  directly  benefit  with  twenty  percent 
of  that  or,  in  other  words,  two  percent  of  the 
Gross  National  Product. 

The  same  New  York  Times  poll  indicated  that 
the  majority  of  people  polled  are  willing  to  ac- 
cept significant  change  in  heatlh  care  delivery 
if  it  will  result  in  lower  costs.  However,  they 
are  not  so  willing  to  wait  a longer  period  of  time 
for  care;  they  are  not  so  willing  to  give  up  or  to 
limit  the  opportunity  for  use  of  expensive  and 
modern  technology;  and  finally,  they  are  least 
of  all  willing  to  give  up  the  right  to  sue  for  mal- 
practice. 

Apparently,  the  coalition  of  Industry,  Labor, 
Government  and  Consumer  is  prepared  to  accept 
drastic  change  in  health  care  delivery  in  order 
to  limit  escalating  health  care  costs.  What  they 
are  finally  saying  to  us,  and  to  hospitals,  is,  “We 
have  been  paying  the  bill  for  too  long  without 
asking  questions.  Not  asking  questions  is  an 
expensive  luxury  we  can  no  longer  afford.  If 
we  are  to  continue  to  pay  the  piper,  we  will  call 
the  tune.”  All  of  this,  of  course,  will  be  accom- 
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plished  without  in  any  way  downgrading  the 
high  expectations  of  the  consumer. 

The  big  question,  of  course,  is  whether  or  not 
we  as  physicians  are  prepared  for  change.  Are 
we  prepared  to  do  it  as  a partnership,  or  are  we 
to  sit  back,  continue  to  talk  to  each  other,  and 
be  faced  with  a “fait  accompli”?  We  will  be 
served  “Alphabet  Soup,”— DRG,  IPA,  HMO, 
PPU,  and  many  others— all  using  competition 
techniques.  The  problem  is,  however,  that  once 
abuses  are  eliminated,  and  no  one  will  deny  that 
they  exist,  further  cost  reduction  can  only  be 
accomplished  by  rationing  availability  and 
quality  of  health  care. 

Just  as  we  now  are  accused  and  judged  re- 
sponsible for  the  high  cost  of  health  care  today, 
we  will,  in  the  present  scheme  of  things,  be  made 
to  appear  responsible  for  rationing  health  care. 
And  yet,  here  in  Delaware  very  possibly  by  de- 
sign, we  are  being  left  out  of  participation  in 
these  deliberations.  This,  of  course,  is  a tragic 
situation,  because  no  major  successful  change 
in  the  delivery  and  financing  of  health  care  in 


this  nation  can  be  accomplished  without  the 
intimate  involvement  and  participation  of  phy- 
sicians. We  want  to  be  included  and  insist  that 
we  be  included.  We  are  not  an  insensitive  group 
and  we  do  care. 

Responsible  groups,  including  physicians, 
working  together,  can  effectively  restrain  health 
care  costs  and  in  so  doing  salvage  the  basis  of 
our  present  system.  As  physicians  we  must  be 
innovative  and  be  willing  to  accept  change  and 
be  willing  to  compromise  and  to  sacrifice.  Our 
primary  objective  should  be  the  preservation  of 
freedom  of  choice  for  the  patient  and  the  preven- 
tion of  the  dismantling  and  ruination  of  our 
system  of  health  care,  which  many  consider  to 
be  the  greatest  and  best  that  the  world  has  ever 
known. 

" Ignatius  J.  Tucellis,  M.D. 
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HEALTH  CARE:  THE  PRICE  OF  SUCCESS 


Irving  S.  Shapiro 


Health  care  has  become  a right  in  our  Society. 
There  is  no  longer  a question  that  an  individual 
who  is  seriously  ill  or  badly  injured  is  entitled 
to  reasonable  medical  care,  whether  able  to  pay 
for  it  or  not.  The  questions  are  all  of  degree: 
How  sick?  How  badly  hurt?  How  much  care? 

We  ought  to  be  proud  of  the  fact  that  we  do 
look  upon  this  as  a right  and  not  a privilege  that 
could  be  witliheld.  It  fits  our  sense  of  com- 
munity and  our  constellation  of  values.  It  goes 
well  with  the  notion  that  a society  can  fairly  be 
judged  by  the  way  it  treats  its  neediest  and 
most  vulnerable  citizens. 

It  is  also  a compliment  of  a high  order  to  the 
professionals  dispensing  health  care  and  to  the 
enormous  supporting  cast  working  with  them. 

Mr.  Shapiro,  a lawyer,  is  Chairman  of  the  Finance  Committee 
of  E.  1.  du  Pont  de  Nemours  and  Company. 

% This  paper  was  adapted  from  his  remarks  at  the  Centennial 
Ceremonies  of  the  Abbott  Northwestern  Hospital  in  Minneapolis. 
Minnesota  in  October  1982. 


Included  are  people  in  research,  medical  educa- 
tion, and  health  management;  the  people  who 
produce  pharmaceuticals,  diagnostic  tools  and 
other  goods  or  services  for  health  care;  and  the 
unsung  people  who  caused  the  hospitals  and 
nursing  homes  to  be  built. 

The  nation  has  a high  quality  health  care  sys- 
tem, a work  of  many  decades  and  countless 
sacrifices.  It  is  only  because  so  many  people 
have  done  their  work  well  that  society  has  the 
luxury  of  regarding  health  care  as  a right.  Not 
incidentally,  this  is  also  a tribute  to  an  economic 
system  that  pays  the  bills  and  gives  us  the  ability 
to  deliver  on  this  kind  of  social  contract.  Suc- 
cess has  a price,  though,  and  the  price  is  going 
up.  As  we  are  continually  reminded,  health  care 
costs  have  been  rising  more  rapidly  than  the  rate 
of  inflation,  and  more  rapidly  than  the  average 
individual’s  disposable  income.  The  national 
health  care  bill  is  now  about  $300  billion  and 
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represents  close  to  10  percent  of  the  Gross  Na- 
tional Product.  It  was  about  5 percent  a quar- 
ter century  ago. 

To  put  this  in  perspective,  there  has  been  a 
great  deal  of  public  attention  to  the  Federal  bud- 
get increases  for  national  defense,  but  the  nation 
spends  far  more  on  health  care  than  on  defense. 
Consider  the  money  going  to  some  other  pro- 
grams where  the  Federal  Government  is  an  im- 
portant factor  though  not  the  only  one:  pollution 
control,  education,  housing,  community  develop- 
ment, transportation,  energy  programs,  and  in- 
ternational affairs.  Federal  spending  on  health 
care  alone  is  nearly  as  great  as  the  Federal  sup- 
port for  all  of  those  areas  combined.  By  any 
measure,  health  care  is  a gigantic  societal  com- 
mitment. 

Unless  the  trend  line  is  changed,  health  care 
costs  will  continue  to  rise  faster  than  the  nation’s 
eoonomy.  One  driving  factor  is  the  increasing 
number  of  people  age  65  and  over.  Understand- 
ably, older  people  have  a disproportionately 
large  call  on  medical  help.  The  elderly  now  ac- 
count for  about  11  percent  of  the  population  but 
require  almost  30  percent  of  all  health  care  re- 
sources. Partly  for  that  reason,  Medicare  and 
Medicaid  expenses,  which  more  than  doubled 
in  the  past  five  years  (to  $73  billion  in  1981), 
will  double  again  by  1986,  absent  major  changes 
in  programs. 

Given  those  numbers  and  their  implications, 
I would  argue  for  two  points: 

First,  we  must  rearrange  the  incentives  within 
the  system.  The  way  it  is  set  up  now  is  topsy 
turvy.  All  the  present  logic  is  to  spend  more 
without  sufficient  concern  for  how  much  good 
is  achieved.  The  payment  system  was  designed 
to  favor  cure  but  not  prevention.  It  rewards 
professionals  for  providing  more  services,  but 
provides  no  rewards  for  exercising  constraint. 
If  we  do  nothing  else  to  change  health  care  ser- 
vices in  the  next  decade,  we  should  reverse  the 
incentives  by  giving  the  individual  a direct  stake 
in  cost  containment. 

We  have  passed  the  time  when  it  makes  sense 
to  have  rules  which  permit  an  individual  to  be 
compensated  if  his  problem  is  attended  to  in  a 


hospital,  but  deny  payment  if  the  same  problem  is 
solved,  probably  at  lower  cost,  through  ambula- 
tory care.  It  is  also  time  to  challenge  payment 
schemes  which  make  the  elderly  more  dependent 
on  nursing  homes  than  some  of  them  need  to  be, 
and  give  no  incentive  for  sheltered  living  arrange- 
ments that  fall  short  of  full  nursing.  We  have 
to  be  clear  about  our  objectives.  What  counts 
is  the  outcome  as  measured  by  the  health  of 
people,  not  the  amount  of  medical  or  nursing 
service  provided.  The  two  are  not  the  same, 
or  always  correlated. 

Second,  we  must  recognize  that  many  of  the 
problems  associated  with  health  care  are  societal 
in  nature  and  cannot  be  solved  within  the  health 
care  industry  alone.  All  major  groups  in  society 
should  help  to  set  the  priorities  and  manage  this 
national  resource  better.  Unless  all  of  us  do  par- 
ticipate, reform  efforts  are  likely  to  center  on 
details  instead  of  the  larger  issues. 

There  is  concern  now  about  the  Federal  role, 
as  well  there  should  be.  Medicare,  like  the 
Social  Security  system,  is  going  to  run  out  of 
money.  Something  must  be  done,  and  the  Fed- 
eral Government  is  looking  at  ways  to  constrain 
its  future  spending.  Unless  the  economy  moves 
to  get  at  the  heart  of  the  problem,  the  burdens 
will  fall  unfairly  on  the  poor  and  the  elderly, 
or  simply  be  dumped  on  other  segments  of 
society.  The  question  of  equity  for  the  needy 
must  be  addressed  with  compassion  and  wisdom, 
or  we  will  have  broken  faith  with  ourselves. 
Should  that  happen,  there  probably  will  be  re- 
newed pressure  for  a national  health  insurance 
scheme.  That  would  be  the  worst  of  all  possible 
solutions  but  it  is  not  beyond  imagining  politi- 
cally. 

In  a longer  time  frame,  it  is  not  the  Federal 
Government  but  the  private  sector  that  is  in  the 
best  position  to  provide  the  lead  in  improving 
the  health  care  system.  The  most  underused 
tool  of  all  is  the  private  corporations  which  pay 
for  all  or  most  of  the  medical  expenses  of  their 
employees.  It  is  time  for  more  of  those  com- 
panies to  become  active,  to  demand  more  for 
what  they  are  paying,  and  to  change  some  of 
their  own  habits  that  keep  the  system  running 
in  its  old  ruts.  On  their  own  and  in  coopera- 
tion with  others,  corporations  should  be  promot- 
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ing  alternative  systems  for  delivery  and  payment, 
encouraging  conservative  health  care  practices, 
educating  their  employees  to  the  need  for 
changes,  for  they  too  have  a large  stake  in  this, 
and  developing  other  programs  that  relate  to 
cost  containment  and  utilization  of  services. 

Recently,  through  the  Business  Roundtable, 
more  than  160  large  corporations  have  agreed 
to  try  some  additional  steps  along  this  line. 
Throughout  the  country,  local  and  regional 
health  care  coalitions  have  sprung  up  in  recent 
years,  usually  with  business’  help.  Those  are 
steps  forward,  but  too  many  companies  are  still 
at  the  handwringing  stage.  What  is  needed  is 
informed  action.  What  is  needed  as  well  is 
support  throughout  the  private  sector  for  changes 
in  laws  and  regulations  to  take  physicians  and 
nurses  off  the  defensive  when  they  do  call  for 
less  than  maximum  possible  intervention. 

In  terms  of  health  care  costs,  there  is  not  much 
doubt  about  the  villain  of  the  piece.  It  is  not 
the  medical  technology  in  the  hospitals  that  is 
responsible  for  the  cost  runups.  Properly  ap- 
plied, technology  can  reduce  costs.  It  can  make 
diagnosis  more  efficient  and  the  management  of 
treatment  more  effective.  Nor  is  it  the  poor  on 
public  assistance  who  are  responsible  for  most 
of  the  increase  in  the  overall  health  bill.  Medi- 
caid, the  program  for  the  needy,  is  unquestion- 
ably expensive— well  over  $30  billion  in  this  fiscal 
year— but  even  so,  it  is  only  11  percent  of  all 
health  care  costs.  Large  savings  in  costs  in  the 
future  cannot  be  achieved  by  squeezing  the 
neediest  10  percent  of  the  population. 

The  unit  to  be  dealt  with  is  the  middle-in- 
come majority  which  is  covered  by  private  or 
governmental  health  insurance  programs,  mostly 
through  arrangements  which  reimburse  doctors, 
hospitals,  and  nursing  homes  for  whatever  ser- 
vices they  perform,  and  often  covering  the  pa- 
tient from  the  first  dollar  onward.  That  is  where 
the  money  goes,  two-thirds  of  the  $300  billion,  in 
fact. 

There  is  nothing  to  gain  by  blaming  the  doc- 
tors. To  be  sure,  they  are  the  people  who  order 
the  services  that  can  be  costly,  but  as  one  phy- 
sician said  in  a recent  issue  of  the  New  England 
Medical  Journal  (1982;  307:117),  blaming  them 


Health  Care:  The  Price  of  Success— Shapiro 

for  the  high  cost  of  medical  care  is  like  blaming 
the  pilot  for  the  cost  of  the  airplane  fuel.  It  is 
a loose  analogy  but  not  a bad  one.  People  want 
to  go  coast  to  coast  in  a hurry,  and  the  price  of 
that  is  a 747  plus  60  tons  of  jet  fuel.  Many 
people  want  the  equivalent  of  747  health  care. 
Doctors  and  nurses  try  to  oblige  them,  and  for 
that  they  deserve  no  blame. 

The  difference  in  the  analogy  is  with  us,  the 
passengers.  When  we  fly  we  pay;  but  when 
most  of  us  call  on  medical  service,  the  system 
makes  it  appear  that  somebody  else  is  paying 
for  the  tickets.  It  is  this  illusion  that  has  helped 
to  double  the  intensity  of  use  of  health  care 
facilities  in  the  past  dozen  years  or  so,  and  in- 
creased the  number  of  physicians  and,  more 
dramatically,  the  number  of  other  people  work- 
ing in  hospitals  and  nursing  homes  (the  two  in- 
stitutions together  account  for  nearly  one-half 
of  all  health  care  spending).  The  question  is 
not  whether  all  this  medical  attention  is  a social 
good.  It  does  help  people.  The  question  is 
whether  the  present  system  encourages  the  wisest 
and  most  prudent  use  of  resources;  and  the  an- 
swer has  to  be,  “No.” 

There  is  also  an  element  of  business  responsi- 
bility here.  After  all,  there  are  still  many  private 
health  care  plans  that  reimburse  patients  only  if 
they  are  admitted  to  hospitals,  and  not  if  they 
are  treated  in  doctors’  offices.  Where  would  you 
want  to  go  for  treatment  in  that  situation? 
Enough  of  finger  pointing,  to  drag  out  the  old 
line  from  Pogo,  we  have  met  the  enemy  and  he 
is  us.  Nothing  much  else  will  happen  that  is 
good  unless  this  is  acknowledged,  and  the  incen- 
tives are  turned  in  favor  of  more  careful,  personal 
stewardship  by  each  of  us. 

There  is  no  magic  percent  of  Gross  National 
Product  for  health  care  that  is  right  and  proper. 
Is  10  percent  too  much  or  too  little?  Who  knows? 
It  depends  on  one’s  sense  of  the  scale  of  unfilled 
needs  at  a point  in  time,  and  on  a judgment  with 
respect  to  competing  claims  for  the  same  dol- 
lars. Suppose  we  did  cut  back  on  health  care 
spending.  Where  would  we  put  the  billions 
of  dollars  we  saved,  and  would  the  outcome  be 
better  or  worse  for  the  country? 

Like  any  numbers  game  that  has  to  be  played 
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in  the  real  world,  this  one  is  loaded  with  sub- 
jectivity, not  to  say  politics.  One  man’s  expense 
in  the  health  care  world  is  another  man’s  income, 
and  health  oare  is  a people-intensive  endeav- 
or. What  strikes  an  observer  as  wasteful 
might  seem  no  more  than  necessary  care  if  he 
or  she  were  the  patient.  Perhaps  the  only  way 
to  deal  with  this  is  to  accept  10  percent  of  GNP 
as  a given— no  one  is  able  to  change  it  much  in 
the  short  range  anyway— and  let  the  burden  of 
finding  a better  target  fall  on  others.  If  someone 
wants  to  argue  for  a substantially  lower  or  higher 
health  care  spending  rate,  let  him  show  how 
and  why  that  would  help  society. 

What  deserves  more  attention  than  a specific 
figure  is  the  general  question  of  limits.  The 
success  of  medical  science  presents  us  with  policy 
decisions  not  encountered  before,  but  now  un- 
avoidable. On  one  side  stands  an  ethic  that  says 
that  the  ideal  health  care  system  delivers  every- 
thing that  will  be  helpful  to  everyone  who  can  be 
helped  by  it.  That  has  been  the  target  if  not 
always  the  accomplishment,  and  the  present  en- 
titlement system  was  set  up  accordingly.  Op- 
posite that  is  the  fact  that  today  medicine  can 
do  things  it  could  not  do  in  the  past,  and  the 
list  of  those  things  grows  constantly.  The  old  ideal 
and  modern  reality  cannot  coexist.  An  endless 
supply  of  money  cannot  be  assumed,  and  a dis- 
placement of  resources  from  other  worthwhile 
social  objectives  cannot  be  ignored.  Looking 
at  future  possibilities,  many  people  would  rate 
it  a bargain  if  the  health  care  bill  could  be  kept 
from  growing  larger  than  the  present  10  percent 
figure. 

We  are  driven  toward  uncomfortable  options. 
Do  we  impose  a lid  on  services  through  some 
public  mechanism  such  as  making  kidney  dialy- 
sis and  open-heart  surgery  available  only  to  age 
65  but  not  beyond?  Do  we  withhold  life-support 
measures  for  the  terminally  ill  or  the  seriously 
handicapped?  What  about  infant  oare?  Medi- 
cine can  now  save  many  babies  born  very  pre- 
maturely, but  those  babies  may  well  need  much 
more  than  average  amounts  of  medical  care 
throughout  their  lives,  as  well  as  during  their 
early  months.  Are  we  to  deny  them  life  because 
they  were  born  much  too  soon? 

Consider  some  less  emotional  questions.  Should 


we  put  a cap  on  the  fees  which  hospitals  and 
nursing  homes  may  charge  and  thus  in  effect 
impose  wage  and  salary  controls  on  the  segment 
of  the  population  working  therein?  Do  we  put 
new  constraints  on  the  time  doctors  may  spend 
with  their  patients,  and  thus  interpose  more 
strangers  into  relationships  we  like  to  think  of 
as  personal?  Is  not  medicine  too  impersonal  al- 
ready? Do  we  toss  out  the  whole  system  as  it 
stands,  with  its  mixture  of  private  and  public 
funding,  and  replace  it  with  a nationalized  health 
structure? 

I exaggerate  for  emphasis;  some  of  those 
proposals  sound  mean-spirited.  There  are  other, 
less  harsh  options.  Surely  society  does  not  in- 
tend to  send  to  the  scrap  heap  people  who  are 
helpless  or  inconveniently  expensive.  Nonethe- 
less, we  are  forced  to  make  choices,  because  there 
is  no  believable  scenario  for  providing  every- 
body with  literally  every  kind  of  health  oare  that 
might  do  some  good. 

One  way  out  of  that  box  is  to  search  for  an 
amended  charter,  one  that  deals  with  the  attain- 
able and  is  still  deserving  of  public  support. 
What  I believe  we  are  striving  for  is  not  a sys- 
tem that  tries  to  promise  everything  for  every- 
body, but  one  that  assures  access  to  necessary 
health  care  for  all  who  are  in  genuine  need  (the 
operative  word  is  “necessary”).  It  also  should 
be  a system  that  retains  options  for  special  atten- 
tion, above  and  beyond  medical  necessity,  for 
those  who  are  willing  to  pay  their  own  money 
for  the  luxury  of  Cadillac  medical  services. 

An  amended  charter  need  not  and  should  not 
mean  that  the  indigent  should  have  to  suffer 
catastrophe  before  they  become  eligible  for  help. 
Nor  does  it  mean  that  the  90  percent  of  the  popu- 
lation protected  by  health  plans  can  line  up  for 
every  service  imaginable.  It  implies  some  limits 
based  on  the  demonstrated  values  of  various 
procedures,  and  it  assumes  sound  advice  based 
on  agreement  among  professionals  as  to  what 
ought  to  be  done,  and  when.  It  implies,  un- 
avoidably, some  risks,  which  is  why  we  need 
some  changes  in  the  law  and  medical  govern- 
ance, to  constrain  what  could  be  an  endless 
amount  of  second-guessing. 

“Take  two  aspirins  and  call  me  in  the  morn- 
ing.” 
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“Surgery  now,  without  delay.” 

“One  more  day  in  the  hospital  and  two  weeks 

in  bed.” 

Only  those  with  appropriate  training  can  pre- 
tend to  know  whether  those  are  responsible  pre- 
scriptions in  given  situations.  Physicians  admit 
that  they  are  not  always  of  one  mind  on  such 
matters.  They  also  admit  they  may  recommend 
more  than  they  consider  needed,  simply  to  cover 
their  flanks.  Those  are  two  of  the  problems. 
However,  their  disagreements  cannot  be  allowed 
to  stand  as  permanent  impediments  to  change  in 
the  system.  If  the  professionals  cannot  arrive  at 
consensus  standards  at  least  in  a great  majority 
of  cases,  and  if  we  cannot  arrive  at  ground  rules 
that  protect  them  from  unwarranted  disciplinary 
action  or  lawsuits,  then  society  is  left  with  a sys- 
tem lacking  internal  restraint.  “Do  it  all”  be- 
comes the  fallback  position. 

Part  of  the  solution  has  been  suggested  by 
medical  professionals  themselves  by  their  find- 
ing that  for  most  people  most  of  the  time,  the 
benefits  of  medical  care  taper  off  rapidly  after 
the  amount  of  care  passes  a certain  level.  The 
curve  of  improved  benefits  becomes  flat,  or  nearly 
so.  We  have  it  on  their  own  testimony  that  in 
some  instances  additional  medioation  or  service 
cannot  be  shown  either  to  speed  a patient’s 
recovery  or  to  make  a measurable  difference  in 
his  or  her  eventual  health,  and  may  even  be 
counterproductive.  Such  a finding  can  only  be 
taken  as  good  news  by  all  concerned  with  health 
care  problems,  for  it  lends  support  to  the  notion 
that  limits  can  be  set  without  doing  harm.  In 
other  words,  it  is  possible  to  seek  oost  contain- 
ment with  a clear  conscience. 

To  a layman,  the  decisions  at  the  margins  look 
easy.  More  medication,  more  tests,  more  sur- 
gery, more  nursing  care— these  are  sure  to  cost 
more.  If  there  is  no  good  evidence  that  they 
promote  better  health,  don’t  do  them.  It  must 
be  appreciated  that  to  the  professional  the  deci- 
sions may  not  seem  so  simple.  A variety  of  other 
institutional,  financial,  and  ethical  faotors  intrude, 
not  to  mention  the  psychological  makeup  of  pa- 
tients. It  is  hardly  a surprise  that  doctors  and 
nurses  are  inclined  to  err  on  the  side  of  caution; 
they  have  some  tough  calls  to  make. 


It  is  not  too  much  to  hope,  though,  that  we 
can  define  the  mission  such  that  those  calls  are 
based  on  medical  judgment  and  not  on  factors 
that  ought  to  be  extraneous.  It  is  hard  to  defend 
a system  that  encourages  hospitalization,  or  in- 
creases the  prices  that  hospitals  charge  for  cer- 
tain services— for  example,  the  prescriptions  dis- 
pensed by  the  hospital  pharmacy— because  that 
is  the  only  way  doctors  and  patients  can  get  a 
third  party  to  pay  the  bill,  or  because  that  is  a 
way  to  cover  a deficit  caused  by  an  underpay- 
ment in  some  other  account. 

As  a society  we  are  at  one  of  those  turning 
points  where  we  know  what  the  problem  is,  we 
feel  some  urgency  about  it,  but  all  the  simpler 
solutions  can  be  seen,  in  H.  L.  Mencken’s  phrase, 
to  be  “neat,  plausible,  and  wrong.” 

The  first  among  these,  national  health  insur- 
ance, qualifies  as  the  leading  idea  whose  time  has 
come  and  gone,  or  should  have.  A decade  or 
more  ago  it  commanded  a large  following,  but 
on  the  merits  there  is  little  to  say  for  it.  Other 
nations  which  have  now  accumulated  consider- 
able experience  with  it  have  left  us  with  no  rea- 
son to  believe  that  a comprehensive  government- 
managed  health  service  in  the  U.S.  would  do 
otherwise  than  reduce  quality  and  increase  costs. 
Judging  from  some  governmental  welfare,  health, 
and  public  housing  projects,  it  is  to  be  doubted 
that  a national  health  plan  would  even  be  equit- 
able or  responsive  to  its  clients. 

Whatever  the  theoretical  ideal  in  some  other 
social  setting,  in  the  American  environment 
health  care  is  best  addressed  by  the  private  and 
public  sectors  working  in  tandem.  The  task  is 
to  achieve  a good  mix  of  responsibilities  among 
the  various  participants,  and  find  mechanisms 
for  getting  different  actors  to  resolve  differences 
and  work  toward  common  goals. 

There  is  no  great  difficulty  in  identifying  tasks 
for  particular  groups.  It  is  mostly  a matter  of 
assembling  the  laundry  list  of  challenges  that 
have  already  been  placed  before  these  groups, 
frequently  by  their  own  members.  For  the  medi- 
cal profession,  for  instance,  such  a list  includes, 
among  other  items,  more  utilization  of  people 
with  less  training  than  physicians  and  registered 
nurses  to  provide  selected  services  that  do  not 
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require  the  more  advanced  (read  more  expen- 
sive) skills;  the  development  of  more  data  to  pin- 
point areas  where  less  medical  intervention  is 
acceptable,  and  to  clarify  risks  and  advantages; 
better  peer  review  of  practitioners,  not  merely 
to  police  the  ranks  for  malpractice  but  also  to 
discourage  excesses;  and  changes  in  medical  edu- 
cation which  encourage  more  conservative  health 
care  versus  training  biased  only  toward  more 
elaborate  treatment.  There  is  nothing  new  in 
those  thoughts.  Some  in  the  profession  have 
been  urging  these  steps  for  years,  with  varying 
success.  It  goes  without  saying  that  more  is 
possible.  It  always  is. 

For  people  in  health  care  administration,  either 
running  facilities  or  programs,  there  is  a need 
to  recognize  that  they  are  managing  a changing, 
complex  business.  Health  care  is  not  a cottage 
industry  anymore.  It  has  to  be  run  profession- 
ally in  terms  of  purchasing  economies,  reduction 
of  waste,  personnel  management,  and  the  train- 
ing of  the  senior  administrators  themselves.  The 
amount  of  room  for  improvement  is  demonstrated 
by  the  spread  to  be  found  in  different  facilities 
in  operating  costs,  and  even  in  the  cost  of  de- 
livering a specific  service  to  patients. 

Wise  health  care  providers  are  those  who  see 
that  improvement  would  work  to  their  own  bene- 
fit in  the  long  range,  and  who  therefore  are  will- 
ing to  team  up  with  others  to  review  the  utiliza- 
tion of  services.  Such  review  projects  are  under 
way  in  several  states.  There  is  probably  lots 
more  mileage  in  such  collaborative,  community 
based  efforts.  Interestingly,  most  such  projects 
stem  from  the  initiative  of  people  outside  the 
medical  profession,  but  the  onus  is  put  on  the 
physicians  to  correot  overutilization.  Coopera- 
tion, not  coercion,  is  the  approach  to  try  first, 
with  the  understanding  that  if  the  doctors  fail 
to  put  pressure  on  their  peers  when  needed, 
someone  else  will. 

There  are  complicating  factors  in  every  effi- 
ciency formula.  Some  hospitals  are  more  bur- 
dened than  others  by  losses  from  patients  who 
cannot  pay  at  all,  or  who  come  to  them  under 
programs  such  as  Medicare  and  Medicaid  which 
fail  to  reimburse  them  for  the  full  costs.  Some 
facilities  have  the  benefit  of  newer,  better  physi- 
cal plants  and  equipment.  Yet,  when  all  the 


caveats  are  considered,  it  remains  that  some 
hospitals  and  nursing  homes  are  more  effective 
and  efficient  in  providing  care  than  others,  and 
there  is  good  evidence  that  the  discipline  of 
market  forces  can  make  useful  contributions  to 
efficiency. 

For  each  of  us  as  an  individual  there  is  a role. 
We  should  accept  more  responsibility  for  our 
own  health.  That  point  has  been  made  count- 
less times  before,  to  some  good  effect  but  far  less 
than  is  needed.  Whether  or  not  the  result  has 
been  adequate,  it  is  impossible  to  discuss 
health  care  as  a national  problem  without  di- 
rectly addressing  this  side  of  it.  There  are  all 
sorts  of  numbers,  all  big,  on  the  savings  that 
could  be  realized  if  people  only  tried  harder  to 
stay  well.  It  is  said  that  health  bills  might 
drop  30  to  50  percent.  Maybe  that  is  too  high 
an  estimate,  but  fully  one-third  of  medical  ex- 
penses can  be  traced  to  three  problems— circula- 
tory conditions,  respiratory  ailments,  and  acci- 
dents—and  each  of  those  is  to  some  extent  pre- 
ventable by  individuals  themselves. 

There  are  no  miracles  out  there.  Young,  thin, 
superbly  conditioned  athletes  can  have  heart 
attacks.  It  happened  to  Arthur  Ashe  when  he 
was  still  near  his  prime  as  a tennis  player.  Yet 
the  literature  is  bulging  with  proof  that  a large 
payback  in  health  care  would  be  ours  if  we 
cleaned  up  our  lifestyles  through  better  diet  and 
exercise,  wore  seat  belts,  and  avoided  habitual, 
heavy  use  of  alcohol  and  tobacco.  That  would 
defer  or  eliminate  tens  of  billions  of  dollars  in 
costs,  and  who  can  say  how  much  suffering? 

Instead  of  restating  more  of  what  everybody 
knows,  or  offering  advice  to  health  care  pro- 
fessionals already  saturated  with  it,  it  is  worth 
commenting  at  more  length  on  the  two  groups 
that  cover  most  of  the  health  care  costs,  private 
businesses  and  the  state  and  Federal  Govern- 
ments. 

Consider  first  the  private  sector  companies. 
No  part  of  society  has  a better  reason  for  wanting 
to  see  the  present  system  changed.  Private  busi- 
nesses have  seen  their  health-related  benefit  costs 
quadruple,  per  employee,  in  the  past  12  years.  In 
1981  and  1982  those  costs  climbed  at  rates  of  15- 
25  percent  per  year.  It  is  not  unusual  for  a 
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company  today  to  put  more  than  $1,000  a year 
into  health  benefits  for  each  of  its  employees. 
The  experience  of  the  Du  Pont  Company  may 
be  instructive  here.  Medical  and  hospital  bene- 
fits cost  the  company  $32  million  in  1970;  this 
year,  with  only  a slightly  larger  work  force  (the 
numbers  do  not  include  Du  Pont  s recent  merger 
partner,  Conoco),  the  bill  will  be  nearly  five 
times  as  much. 

Du  Pont  is  a supplier  as  well  as  buyer  in  the 
health  care  field.  The  company  sells  many  medi- 
cally related  products,  and  sponsors  extensive 
research  programs  in  the  life  sciences.  Du  Pont 
manufactures  pharmaceuticals,  X-ray  film  and 
processing  systems,  clinical  instruments,  diag- 
nostic test  systems  and  associated  services  and 
supplies.  In  the  past  decade  these  have  been 
among  the  company’s  most  successful  businesses. 
Last  year  they  brought  in  $1  billion  in  sales. 
Not  that  the  company  keeps  the  books  this  way, 
but  simply  as  a matter  of  interest  it  is  notable 
that  the  company’s  growing  success  in  the  health 
care  business  barely  compensates  for  the  escala- 
tion in  the  parent  company’s  health  benefit  oosts. 
The  profits  on  Du  Pont’s  health-related  businesses 
totaled  $141  million  in  1981,  while  the  annual 
cost  of  health  benefits  has  risen  to  more  than 
$150  million. 

When  a business  cost  is  running  out  of  con- 
trol, a sensible  management  team  will  move  to 
get  it  in  hand.  Health  care  costs  qualify  as  much 
as  any  other  kind,  and  the  managers  of  many 
companies  have  begun  to  look  at  them  in  a busi- 
nesslike way.  From  the  perspective  developed 
in  one  such  company,  the  recommended  strategy 
is  to  emphasize  more  strongly  the  preventive 
route,  to  build  more  choice  into  delivery  systems, 
and  to  redirect  the  payments  structure  away  from 
overdependence  on  post-event,  entitlement  con- 
tracts which  give  neither  the  patient  nor  the  pro- 
vider a personal  stake  in  restraining  spending. 
Pre-event  payment  plans,  and  contracts  which 
reward  doctors  and  patients  or  at  least  do  not 
penalize  them  for  avoiding  expenses  are  ideas 
whose  time  has  come. 

Internally,  many  companies  are  moving  toward 
“cafeteria-style”  benefits  plans.  We  can  call  this, 
to  create  a label,  the  “Beneflex  trend.”  It  offers 
not  just  one  benefit  package  that  applies  to  all 


employees,  take  it  or  leave  it,  but  a number  of 
options  from  which  employees  may  choose  ac- 
cording to  personal  and  family  wishes.  Typi- 
cally, many  companies  now  include  health  care 
as  one  of  the  variables. 

Businesses  are  going  shopping.  They  are  ne- 
gotiating with  health  care  providers  to  reduce 
costs,  and  are  encouraging  development  of  al- 
ternative health  care  delivery  systems.  They 
are  buying  into  health  maintenance  plans,  refer- 
ring employees  to  preferred  physicians  and  treat- 
ment centers,  contracting  for  primary  care  ser- 
vices to  cover  the  routine  and  simpler  needs,  re- 
quiring second  opinions  before  approving  non- 
emergency surgery,  and  self-insuring  while  con- 
tracting with  outside  firms  for  administrative 
services. 

Again,  there  is  little  about  this  on  the  surface 
that  is  new.  HMOs  have  been  around  for  dec- 
ades; growth,  variety  and  scale  are  the  notables 
now.  The  most  recent  figures  I have  seen  put 
the  number  of  HMOs  at  250,  with  enrollment  of 
10-11  million  people.  In  many  metropolitan 
areas,  companies  are  able  to  offer  not  one  alterna- 
tive but  several.  In  the  Twin  Cities  area  of  Min- 
nesota, there  are  now  seven  HMOs.  The  Control 
Data  Company  offers  its  employees  a choice  of 
five  plans;  Honeywell,  six. 

Few  companies  have  found  it  possible  to  aban- 
don the  rudimentary  system  adooted  in  the  1960s 
and  early  1970s  under  which  the  employer  agreed 
to  provide  coverage  from  the  first  dollar  onward, 
with  little  or  no  contribution  from  the  employee’s 
pocket.  That  arrangement  has  become  entrench- 
ed by  time  and,  in  many  companies,  by  collec- 
tive bargaining  agreements.  Employee  “give- 
backs”  on  benefits  are  even  more  difficult  to  ob- 
tain than  voluntary  reductions  in  wages  and 
salaries.  The  better  course,  or  the  one  most  are 
actually  taking,  is  to  seek  reasonable  top  limits 
on  what  the  “first-dollar,”  “fee-for-services”  plans 
can  cost,  and  to  place  alongside  them  additional 
plans  that  require  employees  to  share  in  the  costs 
while  giving  them  a financial  incentive  to  do  so. 
If  the  incentives  are  there,  both  laymen  and 
medical  professionals  can  be  counted  on  to  find 
ways  of  capping  the  costs. 

What  more  can  private  businesses  do?  For 
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business  leaders  as  for  the  medical  professionals, 
there  is  much  to  be  said  for  closer  involvement 
in  community  and  regional  health  care  coalitions. 
These  have  been  created  to  bring  better  manage- 
ment to  health  care,  to  broaden  public  under- 
standing of  the  problems,  and  to  help  break  down 
the  rules  that  now  distort  the  system  to  greater 
expense. 

Coalitions  exist  in  60  or  70  communities,  and 
while  they  get  mixed  reviews  they  do  provide 
a mechanism  that  neither  the  private  sector  nor 
the  government  can  deliver  on  its  own.  Bringing 
together  people  from  all  quarters— medicine, 
business,  government,  education,  labor,  and  so 
forth— coalitions  can  move  into  those  parts  of 
the  health  care  problem  that  are  divisive  or 
politically  hot  to  handle.  When  coalitions  do 
their  work  well,  they  achieve  an  objectivity  and 
develop  a public  credibility  that  the  separate 
members  would  have  trouble  matching.  Busi- 
ness has  talents  and  viewpoints  to  bring  to  the 
table,  and  it  has  more  to  gain  by  joining  in  coali- 
tions than  by  trying  to  go  it  alone. 

One  further  area  deserves  the  strongest  pos- 
sible emphasis  within  business,  and  that  is  pre- 
ventive care  in  the  broadest  sense  of  the  word. 
Nothing  business  might  do  in  the  health  care 
area  would  help  people  more  than  to  improve 
its  front-end,  in-house  health  education  and 
safety  programs.  There  are  too  many  calls  on 
the  system  by  people  who  need  not  have  become 
sick  or  hurt  in  the  first  place,  and  too  many  such 
problems  originate  on  the  job.  The  number  of 
occupationally-related  injuries  is  still  far  too 
high.  Apart  from  the  pain  and  suffering,  the 
workdays  lost  to  the  economy  are  the  equivalent 
of  the  full-time  work  of  170,000  people.  That 
is  the  same  as  taking  out  of  the  nation’s  produc- 
tive system  all  of  the  employees  of  the  Du  Pont 
Company,  including  Conoco. 

Nowhere  is  it  given  that  people  must  be  hurt 
or  made  sick  because  of  irreducible  hazards  or 
fictions  about  “human  nature.”  Some  of  the  best 
health  and  safety  records  are  found  in  industries 
which  by  their  nature  deal  with  potentially 
dangerous  processes  and  products.  One  example 
is  the  chemical  industry.  For  every  lost-time 
injury  of  a chemical  company  employee  (the 


data  include  occupational  illnesses),  there  are 
26  lost-time  incidents  in  the  trucking  business, 
and  12  in  the  meat  products  industry.  The  all- 
industry  average  is  four.  It  is  hard  to  believe 
that  it  has  to  be  26  times  more  dangerous  to  drive 
a truck  than  to  work  in  a chemical  company. 
Within  specific  industries  there  is  a similar 
spread.  The  average  chemical  company’s  safety 
record  is  17  times  worse  than  the  best  chemical 
company’s  record. 

There  is  no  mystery  as  to  why  some  private 
firms  do  better  than  average  on  health  and 
safety:  They  work  at  it.  They  treat  health  and 
safety  not  just  as  the  employees’  responsibility 
but  management’s  as  well,  and  supervision  is 
held  accountable  for  results. 

The  companies  that  do  best  in  this  area  ob- 
viously care  about  people  and  defend  their  pro- 
grams without  trying  to  prove  that  they  save 
money,  although  the  chances  are  that  they  do. 
In  Du  Pont,  which  has  one  of  the  best  safety 
records  in  all  of  industry,  if  the  safety  per- 
formance in  1981  had  been  no  better  than  the 
industry’s  average,  the  company’s  direct  and  in- 
direct costs  for  injuries  would  have  been  $365 
million  more  than  they  were. 

If  on-the-job  health  and  safety  programs  have 
value,  it  is  natural  to  ask  whether  there  is  a 
similar  rationale  for  the  “wellness”  programs 
now  springing  up  around  the  country.  These 
involve  health  monitoring  and  physical  fitness 
programs  plus  action  on  diet,  mental  health  and 
alcoholism.  Some  of  the  companies  involved 
in  such  programs  include  IBM,  Johnson  & John- 
son, Control  Data,  Kimberly-Clark,  and  the 
New  York  Telephone  Company.  Though  accurate 
information  is  hard  to  come  by,  the  efforts  of 
such  companies  are  well  worth  imitating.  The 
risks  and  costs  are  relatively  low  and  the  health 
benefits  could  be  high.  Consider  heart  prob- 
lems as  an  example.  Heart  disease  is  currently 
the  largest  single  cause  of  claims  for  permanent 
disability  for  people  below  age  65.  Some  2.5 
million  people  still  at  work  are  restricted  in  their 
activities  by  heart  conditions.  If  wellness  pro- 
grams produced  even  a modest  reduction  in  the 
rate  of  heart  disease,  they  would  be  justified. 

The  above  justification,  though,  does  not  rest 
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on  an  argument  that  wellness  programs  will 
provide  a long  range  decline  in  the  national 
health  bill.  These  programs  save  lives  and 
money  now,  and  by  that  means  they  will  keep 
more  people  alive  to  advanced  ages  where  they 
would  be  expected  to  command  medical  service 
for  one  condition  or  another.  Cost-benefit  calcu- 
lations obviously  have  to  be  cut  off  before  they 
become  ludicrous.  Were  cost  savings  society’s 
only  goal,  the  way  to  proceed  would  be  to  have 
the  largest  number  of  people  die  at  the  earliest 
possible  age. 

I have  saved  the  problem  of  changing  the 
government’s  role  in  health  care  for  last.  It  is 
crucial  but  frustrating.  Like  the  ancient  task 
of  the  mice  trying  to  hang  a bell  on  the  cat,  it 
is  far  easier  to  see  what  needs  to  be  done  than 
to  figure  out  a way  to  do  it. 

It  is  not  especially  difficult  to  gain  agreement, 
even  within  government,  on  some  general  propo- 
sitions. The  indigent  and  elderly  need  help  and 
are  entitled  to  something  more  than  bare  mini- 
mum, life-sustaining  services.  Government  must 
be  the  health  care  provider  of  last  resort.  There 
are  research  and  educational  needs  which  will 
not  be  filled  unless  government  helps.  Coordina- 
tion and  oversight  in  some  areas  properly  fall 
to  government. 

Regarding  specifics,  it  becomes  harder  to 
translate  principles  into  action,  and  action  is 
what  is  needed.  Legislation  and  regulation  should 
be  amended  to  encourage  cost  efficiency,  broaden 
choice,  and  make  the  payment  incentives  neutral 
as  to  type  and  place  of  care. 

There  also  should  be  more  and  better  means 
of  resolving  conflicts  and  compensating  people 
for  harms  that  may  be  done  in  the  name  of 
health.  That  too  calls  for  government  action. 
There  is  too  much  reliance  today  on  courts  and 
juries  of  laymen  to  adjudicate  malpractice  claims. 
Justice  sometimes  is  done  but  at  a high  price  to 
society.  Plaintiffs  wait  for  years  to  have  their 
cases  decided,  and  in  many  instances  the  princi- 
pal beneficiaries  are  the  lawyers  who  are  mem- 
bers of  the  malpractice  bar,  some  of  whom  de- 
light in  seeking  six-figure  fees.  One  consequence 
is  the  high  cost  of  malpractice  insurance  for  phy- 
sicians, which  ultimately  is  reflected  in  their  fees. 
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Less  measurable  but  equally  unwelcome  is  the 
cost  of  defensive  medicine;  i.e.  physicians  per- 
forming more  tests  than  they  or  most  others  think 
are  needed,  lest  someone  take  them  to  court  for 
doing  too  little,  and  a sympathetic  jury  agrees. 
“Better  safe  than  sorry”  adds  greatly  to  medical 
costs. 

There  are  ways  to  reduce  that  problem.  To 
discourage  the  fortune  hunters,  fee  limits  to 
lawyers  might  be  set  for  certain  classes  of  injury. 
Arbitration  is  an  alternative  to  litigation,  and  is 
quicker  and  less  costly  than  trials.  Some  sur- 
geons reportedly  require  patients  to  agree  to 
binding  arbitration,  should  there  be  a claim,  as 
a condition  of  taking  the  case.  We  should  also 
consider  a no-fault  system  for  compensating  those 
who  are  harmed.  As  with  the  workers’  compen- 
sation system,  the  objective  would  not  be  to  ex- 
tract large  sums  from  those  inflicting  harm,  but 
to  “make  whole”  the  injured  party;  i.e.,  to  cover 
his  costs.  There  would  be  top  limits  on  the 
amounts  collected,  but  the  advantage  would  be 
that  the  injured  party  would  no  longer  have  to 
prove  negligence  on  the  part  of  the  health  care 
provider.  For  such  ideas  to  be  pursued  more 
aggressively,  it  would  require  changes  in  law, 
regulation,  or  both.  In  any  of  these  areas  it  is 
foolish  to  expect  too  much  of  government,  es- 
pecially in  the  short  time  frame.  In  fairness, 
the  government  has  special  problems  for  which 
the  rest  of  us  share  some  of  the  blame. 

Our  government  became  wedded  long  ago 
to  a command-and-control  philosophy  of  regula- 
tion, which  has  not  been  an  overwhelming  suc- 
cess, and  was  trapped  by  its  own  entitlement 
system  of  benefits.  There  was  broad  public  and 
political  support  for  this  at  the  outset,  but  not 
enough  attention  has  been  paid  to  the  escalation 
of  costs  and  there  have  been  perverse  side  ef- 
fects. As  the  best  illustration,  the  reimburse- 
ment schedules  for  Medicare  and  Medicaid  fail 
to  pay  most  hospitals  as  much  as  it  costs  to  pro- 
vide a bed  for  a patient.  To  balance  the  books, 
hospital  administrators  have  been  forced  to  mark 
up  the  prices  paid  by  private  individuals  and 
health  plans.  On  the  average,  a patient  with  a 
private  insurance  plan  pays  $41  more  for  a day 
of  hospital  care  than  a Medicare  or  Medicaid 
patient.  The  cost  to  business  is  $5  billion  per 


Del  Med  Jrl,  Jan  1983— Vol  55,  No  1 


21 


Health  Care:  The  Price  of  Success— Shapiro 

year.  Such  price  shifting  only  distorts  the  sys- 
tem. It  does  not  solve  a problem;  it  only  moves 
it. 

Government  often  tries  to  do  the  right  thing, 
but  does  not  always  succeed  at  the  right  price. 
For  example,  in  the  hope  of  providing  better 
oversight  the  Federal  Government  in  1972  set 
up  Professional  Standards  Review  Organizations. 
These  were  mostly  concerned  with  payments 
under  the  Medicare  and  Medicaid  programs.  Now 
their  financial  support  has  withered,  at  least 
partly  because  the  Congressional  Budget  Office 
has  found  that  the  cost  of  the  reviews  ($174 
million  in  1981 ) was  greater  than  the  amount 
they  saved. 

Not  all  public  sector  regulation  is  misdirected 
or  negative.  There  is  value  in  some  of  the  state 
hospital  rate  regulations;  the  limits  on  new  con- 
struction where  the  need  cannot  be  shown  for 
more  hospital  beds,  equipment,  and  programs; 
the  licensing  of  facilities;  the  setting  of  stand- 
ards for  practitioners;  and  so  forth.  However, 
whether  regulation  works  reasonably  well  or  not, 
the  command-and-control  model  has  serious,  in- 
herent limits. 

It  can  be  argued  that,  by  agreeing  to  an  ap- 
proach that  contained  few  cutoff  provisions,  gov- 
ernment in  effect  gave  away  the  store.  ( Govern- 
ment apologists  will  quickly  respond  that  private 
corporations  did  the  same  in  their  health  plans, 
and  there  is  some  truth  in  that.)  Now,  the  call 
is  for  a move  in  the  opposite  direction,  but  it 
takes  exceptional  political  courage  to  lead  such 
a charge,  and  it  is  tempting  to  take  refuge  in 
stopgaps  and  cost-shifting.  For  example,  the 
tax  bill  passed  last  summer  anticipates  slower 
growth  for  Federal  spending  on  Medicare  and 
Medicaid  ($13  billion  to  be  saved  over  three 
fiscal  years),  but  simply  leaves  it  to  the  states 
and  private  sector  to  make  up  the  difference  as 
best  they  can.  Again,  a problem  is  only  being 
moved,  not  solved. 

More  recently,  the  Administration  has  pro- 
posed a prospective  payment  plan  for  Medicare. 
While  the  Department  of  Health  and  Human 
Services  is  to  be  commended  for  wanting  to  turn 
in  this  direction,  there  are  enormous  complications 
in  its  proposal.  It  took  several  hundred  pages 


of  the  Federal  Register  just  to  set  forth  the  rules 
and  regulations,  and  within  a matter  of  days 
after  these  were  published,  health  care  experts 
had  raised  serious  questions  about  the  plans, 
challenging  both  their  feasibility  and  their  fair- 
ness. One  result  the  experts  foresee  is  that  there 
will  be  even  more  cost  shifting  to  private  individ- 
uals and  employers. 

Whatever  happens  to  Medicare,  there  is  a 
larger  point.  Based  on  experience  with  this  one 
component,  there  is  not  the  slightest  reason  to 
believe  that  the  nation’s  whole  health  care  sys- 
tem could  be  run  on  a command-and-control 
basis.  The  problems  are  unmanageable  via  that 
approach,  and  it  is  unrealistic  to  suppose  that 
any  Federal  initiative  is  going  to  provide  a 
formula  for  solving  the  whole  of  the  national 
problem. 

Individuals  in  government  are  as  aware  of 
their  limitations  as  anyone  else,  and  recognize 
full  well  that  the  nation  needs  to  do  more  than 
come  at  the  problem  only  at  the  margins.  They 
as  much  as  anyone  else  might  welcome  more 
private  sector  support  and,  where  appropriate, 
political  help.  This  is  as  good  a time  as  any 
for  those  outside  government  to  stop  merely 
criticizing,  and  to  provide  some  leadership 
pointed  toward  a better  managed  system. 

As  one  specific,  I would  encourage  the  crea- 
tion of  a national  commission  on  health  care,  to 
be  formed  by  the  President  and  to  include  out- 
standing individuals  from  government,  the  health 
care  industry,  education,  private  business,  and 
labor.  The  commission’s  job  would  be  to  back 
away  from  the  detail  that  is  consuming  the  at- 
tention of  government  agencies  and  officials  to- 
day, analyze  the  system  overall,  and  recommend 
structural  changes  that  address  in  a single  pack- 
age the  interlocking  problems  of  quality,  access, 
equity,  and  oost.  The  commission  would  have 
to  have  strong  leadership  and  be  staffed  with 
first-rate  people  if  its  proposals  are  to  have  a 
chance  of  legislative  passage. 

Several  of  the  state  governors  have  established 
commissions.  One  in  Iowa  has  just  completed 
its  work  and  issued  its  report.  Utah  has  had 
one,  and  in  Minnesota  the  health  care  coalition 
has  acted  as  a governor’s  commission.  There  is 
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nothing  analogous  on  the  national  scene,  al- 
though two  groups  have  this  as  a partial  mission, 
the  one  examining  private  sector  initiatives  and 
the  one  dealing  with  reform  and  management 
in  government.  However,  the  health  care  prob- 
lem deserves  concentrated  national  attention  on 
its  own. 

I would  not  propose  such  a commission  with 
any  notion  that  it  should  replace  local  groups. 
Many  parts  of  the  problem  require  local  atten- 
tion, and  this  cannot  successfully  be  centralized 
in  Washington.  Nor  would  I expect  a national 
commission  to  deliver  major  gains  of  and  by 
itself.  Some  commission  reports  only  gather 
dust,  and  even  when  that  does  not  happen,  the 
recommendations  can  be  neutralized  by  political 
inertia.  Exactly  that  happened  in  the  1970s  with 
national  commissions  on  water  and  air  quality, 
the  first  headed  by  Nelson  Rockefeller,  then 
Vice  President,  and  the  other  by  Senator  Gary 
Hart.  The  trouble  with  these  reports  was  that 
Congress  did  not  adopt  enough  of  the  recom- 
mendations included  therein. 

There  is  no  guaranteeing  that  this  will  not 
also  happen  in  the  health  care  area.  Still,  such 
a commission  is  worth  a try.  It  could  provide 
a needed  forum,  if  not  an  easy  answer.  It  could 
raise  the  level  of  public  debate,  separate  what 
is  known  from  what  is  merely  supposed,  and 
clarify  the  issues  of  greatest  moment. 

Perhaps  it  will  have  a decent  chance  if  it  is 
given  specific  questions  for  a charter: 

• What  should  the  role  of  the  Federal  Govern- 
ment be  in  health  care  over  the  next  20  years, 
and  what  does  this  imply  for  the  state  gov- 
ernments and  the  private  sector? 

• Is  there  a better  way  to  manage  the  Federal 
role?  Should  Medicare  remain  in  the  Social 
Security  system,  or  be  handled  separately? 
Do  we  have  too  many  Federal  agencies  in 
the  health  business? 

• What  impediments  to  needed  change  are 
embedded  in  law  and  regulation,  and  what 
would  the  commission  recommend  be  done 
about  them?  Is  government  regulating  too 
much,  or  the  wrong  things? 

• What  are  the  capital  needs  going  to  be? 
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• What  shifts  will  or  should  occur  in  health 
oare  needs  and  practices,  or  in  health  care 
education,  based  on  changes  in  the  popula- 
tion and  health  care  technology? 

With  questions  such  as  these  on  the  agenda, 
and  with  a suitably  strong,  able  national  leader 
in  the  chair,  such  a commission  could  provide 
a better  basis  than  we  now  have  for  hammering 
out  political  and  social  consensus. 

Surely,  it  is  not  enough  to  put  Band-aids  on 
the  system,  or  to  treat  different  parts  of  the 
problem  in  isolation.  Such  topics  as  payment 
reforms,  efficiency  in  management  of  health  care, 
depreciation  and  obsolescence  of  facilities,  choice 
and  competition  among  providers,  limitations  on 
servioes— these  are  not  separate,  distinct  issues, 
but  parts  of  the  whole.  The  way  to  approach 
this,  in  my  judgment,  is  not  to  compartmental- 
ize the  issues  but  instead  to  accept  them  for 
what  they  are,  an  integrated  national  problem, 
and  to  identify  the  contributions  that  different 
groups  in  society  can  make  to  solve  that  prob- 
lem. 

In  sum,  we  are  the  victims  of  our  own  success. 
We  have  been  able  to  expand  access  to  health 
care,  and  turn  this  into  a right,  because  we  have 
had  the  technology,  human  resources  and  wealth 
to  do  so.  That  can  only  be  regarded  as  a triumph 
of  our  society;  but  like  any  other  right  in  a free 
society  this  one  has  limits,  and  we  need  a com- 
mon approach  that  respects  those  limits.  Other- 
wise, the  costs  will  continue  to  climb  and  the 
nation  will  be  driven  to  a two-tier  system  in 
which  the  indigent  may  receive  less  than  the 
necessary  quality  of  care,  and  people  who  need 
the  largest  amounts  of  help  will  be  driven  to  the 
wall  financially. 

The  way  to  cope  with  this  is  not  through  fiat 
but  through  more  participation  and  leadership 
from  the  private  sector,  more  collaborative  efforts 
among  health  care  professionals  and  other  people 
in  the  community,  more  choice  among  programs, 
and  more  use  of  the  technologies  and  manage- 
ment skills  that  can  reduce  costs  while  preserv- 
ing the  quality  of  care.  Above  all,  we  need  dif- 
ferent incentives.  Changes  in  law  and  regula- 
tion to  favor  prospective  payment,  plus  stronger 
preventive  programs,  would  be  major  steps  in 
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the  right  direction.  Time  is  a factor.  Health 
care  is  an  issue  that  is  sure  to  heat  up,  socially 
and  politically,  as  more  people  discover  there 
is  no  such  thing  as  a free  lunch. 

There  is  no  one  model  to  follow,  and  no  way 
to  induce  swift  change  in  a $300  billion  industry 
employing  more  than  five  million  people.  Those 
ought  not  be  crippling  factors,  though.  We  have 
at  hand  a variety  of  alternatives  already  tried  in 
one  setting  or  another,  and  often  found  helpful. 
We  have  the  advantage  of  experience,  and  the 
knowledge  that  experiments  with  change,  launch- 
ed voluntarily,  are  not  irreversible.  If  some  steps 
do  not  work  as  well  as  we  hope,  we  can  try 
others.  Above  all,  we  have  strong  reasons  to 
believe  that  a “do  nothing”  strategy  is  likely  to 
be  the  most  costly  and  painful  to  all.  That 
ought  to  give  us  enough  incentive  to  get  the  job 
done. 


JOIN  US. 


We  can  do 
much  more 
together. 
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the  text,  the  article  is  being  rerun  in  its  entirety.  The  Delaware  Medical  Journal 
apologizes  for  any  inconvenience  this  error  may  have  caused. 


The  clinical  features  of  trisomy  18  (Edwards 
Syndrome)  have  been  known  since  1960  when 
Edwards,  Harnden,  Cameron,  et  al,  first  de- 
scribed them  in  the  early  days  of  human  clinical 
cytogenetics  in  a letter  to  the  editor  of  Lancet.1 
The  worldwide  Registry  of  Abnormal  Karyotypes 
includes  1,177  cases  (up  to  1981),  although  many 

*This  paper  is  dedicated  to  the  memory  of  Herman  Rosenblum, 
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more  have  probably  gone  unreported.2  Several 
reports  have  provided  information  on  various 
aspects  of  this  condition  such  as  its  incidence, 
parental  ages,  frequent  dysmorphic  features,  na- 
tural history,  management,  and  prognosis.3  Most 
cases  of  Edwards  Syndrome  are  due  to  trisomy 
of  chromosome  18,  ie,  47, XX  or  XY,  -j-18.  A few 
exceptions  of  Edwards  Syndrome  are  due  to  iso- 
chromosome formation  of  the  long  arm  resulting 
in  trisomy  of  18q.4  5 The  incidence  of  trisomy  18 
is  estimated  to  be  anywhere  from  1/3,500  to 
1/7,000  live  births. 

We  present  four  recent  cases  of  this  syndrome 
diagnosed  at  the  Cytogenetics  Laboratory  of  The 
Wilmington  Medical  Center  during  18  months 
(July  1,  1980-December  31,  1981).  There  were 
14,446  live  births  in  Delaware  during  this  time 
period. 

Patient  No.  1:  A term  male  infant  born  to 
a 25-year-old  gravida  5,  para  4 mother  at  an- 
other hospital  was  transferred  to  The  Wilming- 
ton Medical  Center  (WMC)  Infant  Intensive 
Care  Unit  because  of  respiratory  distress  and 
multiple  anomalies.  The  delivery  had  been  un- 
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complicated  except  for  polyhydramnios.  The 
baby  weighed  3,034  grams  and  had  an  Apgar 
score  of  six  and  eight  at  one  and  five  minutes, 
respectively.  On  admission  to  the  WMC,  he 
had  a weak  cry,  a pink  color  (but  dusky  with 
crying),  and  hypotonia.  Physical  examination 
revealed  a webbed  neck,  prominent  occiput, 
high  arched  palate,  micrognathia,  low-set  ears 
(Figure  1),  a systolic  Grade  II/ VI  heart  mur- 
mur, mild  hypospadias,  mild  rocker-bottom 
feet,  second  fingers  overlapping  the  third,  and 
fifth  finger  overlapping  the  fourth  bilaterally 
(Figure  2),  as  well  as  a wider  than  normal 
distance  between  the  big  and  second  toes  of 
both  feet.  The  baby  expired  after  nine  days 
because  of  congenital  malformation.  Permis- 
sion for  autopsy  was  denied.  Karyotype  was 
47,XY,+18. 

The  mother  had  a subsequent  pregnancy, 
her  sixth,  in  which  she  decided  not  to  have 


FIGURE  1 

Photograph  of  Patient  No.  1 showing  malformed, 
low-set  ears,  micrognathia,  and  flexion  deform- 
ity of  the  fingers. 


amniocentesis.  (One  of  the  generally  ac- 
cepted criteria  for  performing  amniocentesis 
is  a prior  offspring  with  a chromosomal  ab- 
normality. ) She  has  since  delivered  a normal, 
healthy,  nine  pound,  11  ounce  male  infant. 

Patient  No.  2:  A male  infant,  product  of  29 
weeks  gestation,  was  born  to  a 32-year-old 
gravida  2,  para  0 mother.  He  had  an  Apgar 
score  of  one  at  one  minute  and  one  at  five 
minutes,  and  a birth  weight  of  794  grams. 
Delivered  at  another  hospital,  he  was  trans- 
ferred to  the  WMC  Infant  Intensive  Care  Unit 
because  of  prematurity.  On  physical  exami- 
nation he  presented  with  hypotelorism,  low- 
set  ears,  omphalocele,  rocker-bottom  feet,  and 
overlapping  of  the  fifth  fingers.  He  died  two 
hours  after  birth.  The  mother’s  first  pregnancy 
had  ended  in  an  abortus  at  10-11  weeks  gesta- 
tion and  the  fetus  was  reported  to  have  had 
multiple  congenital  anomalies.  It  is  not  known 


FIGURE  2 

Photograph  of  Patient  No.  1 showing  a clearer 
picture  of  the  flexion  deformities  and  overlap- 
ping of  the  fingers. 
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whether  the  fact  that  the  mother  had  herpes 
type  2 at  the  time  of  delivery  of  her  first  preg- 
nancy had  any  bearing  on  the  anomalies  or 
was  just  an  associated  finding. 

An  autopsy  reported  additional  findings  of 
myelomeningocele  of  the  spine,  intraventricu- 
lar hemorrhage,  and  encephalomalacia.  Karyo- 
type was  47,XY,+18. 

Patient  No.  3:  A 40-year-old  mother  was 
referred  for  prenatal  diagnosis  because  of  ad- 
vanced maternal  age.  She  had  had  two  normal 
sons  at  ages  24  and  25  by  a previous  marriage. 
The  first  pregnancy  of  her  present  marriage  to 
a 41-year-old  man  resulted  in  a normal  male, 
the  proband  being  her  second  pregnancy. 
Amniocentesis  was  performed  at  15  weeks. 
After  counseling  on  the  chromosomal  status  of 
the  fetus  which  was  47, XX, +18,  the  pregnancy 
was  terminated  at  21  weeks  per  parental 
wishes.  Gross  examination  confirmed  the  diag- 
nosis of  trisomy  18. 

Patient  No.  4:  A black  female  infant  was 
born  to  a 32-year-old,  gravida  5,  para  3 mother 
at  29  weeks  gestational  age.  Delivery  was  by 
emergency  cesarean  seotion  following  mater- 
nal cerebrovascular  accident  and  brain  death. 
Her  weight  at  birth  was  680  grams;  her  Apgar 
score  was  two  at  one  minute  and  six  at  five 
minutes.  Intubated  immediately  after  birth, 


she  was  maintained  on  a respirator  until  her 
death  (LVi  months  later.  She  showed  slightly 
low-set,  malformed  ears,  flexion  deformity  of 
one  finger,  and  mild  rocker-bottom  feet  (Fig- 
ure 3).  During  her  hospital  course  she  de- 
veloped a heart  murmur  thought  secondary  to 
a patent  ductus.  An  intraventricular  hemor- 
rhage was  diagnosed  by  ultrasonography.  Prior 
to  her  death,  she  manifested  renal  complica- 
tions with  anuria.  Karyotyping  revealed 
47, XX, +18  (Figure  4). 

Discussion 

The  precise  diagnosis  of  trisomy  18  as  the 
basic  defect  in  patients  No.  1 and  2 helped  in 
their  subsequent  clinical  management.  We  were 
aided  in  the  counseling  of  the  parents  during  this 
critical  period  after  the  births  by  general  guide- 
lines which  are  well  documented  in  the  litera- 
ture.6’7 The  decision  to  terminate  the  pregnancy 
in  patient  No.  3 was  made  by  the  parents  after 
being  told  of  the  trisomy  18  state  of  their  fetus. 

In  patient  No.  4 the  significance  of  the  phy- 
sical appearance  of  the  infant  was  confused  by 
prematurity  so  that  karyotyping  was  not  done 
until  several  days  after  birth.  Coincidentally, 
it  was  at  about  the  same  time  that  a report  ap- 
peared in  the  literature  of  a case  of  trisomy  18 
with  minimal  or  no  stigmata  of  Edwards  Syn- 


FIGURE  3 

Photograph  of  Patient  No.  4 
showing  rocker-bottom  feet. 
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FIGURE  4 

Karyotype  of  Patient  No.  4 show- 
ing 47,XX,-)-18  chromosome  con- 
stitution. 


drome  which  was  diagnosed  because  of  a pro- 
tocol practice  to  do  karyotyping  on  all  stillborns 
in  that  institution.8 


Based  on  these  experiences,  it  is  our  recom- 
mendation that  patients  with  unexplained  mul- 
tiple congenital  anomalies  should  be  karyotyped 
for  elucidation  of  their  chromosomal  status.9 
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L.  WILLIAM  FERRIS,  M.D. 

L.  William  Ferris,  M.D.,  director  of  The  Wil- 
mington Medical  Center’s  Department  of  Ur- 
ology, died  September  19,  1982,  at  the  age  of 
51,  three  weeks  after  being  stricken  with  a cere- 
bral hemorrhage  while  vacationing  in  Blue  Hill, 
Maine. 

Born  in  Holyoke,  Massachusetts,  Dr.  Ferris 
was  a graduate  of  the  University  of  Virginia 
and  Tufts  Medical  School.  Following  the  com- 
pletion of  his  residency  at  The  Wilmington  Medi- 
cal Center,  he  entered  private  practice  in  1960. 
His  major  interest  was  pediatric  urology.  He  was 
known  by  his  colleagues  as  a skilled  and  com- 
passionate physician  and  surgeon  instrumental 
in  elevating  The  Medical  Center’s  ability  to  cope 
with  pediatric  urologic  patients. 

Dr.  Ferris  was  an  avid  sailor,  racing  bis  boat 
VIB  in  ocean  races  for  12  years.  He  readily 
shared  his  love  of  the  sea,  of  racing,  and  of  his 
41-foot  sloop  with  friends  and  peers. 

Dr.  Ferris  was  a member  of  the  area  medical 
societies  and  the  American  Board  of  Urology. 

He  married  Marie  LaCouture  in  1956.  He  is 
survived  by  his  wife  and  two  daughters,  Joyce 
and  Linda.  Also  surviving  is  his  mother,  Joyce 
Mackintosh  of  Pompano  Beach,  Florida. 

Contributions  in  his  memory  are  being  ac- 
cepted by  The  Delaware  Academy  of  Medicine 
and  The  Episcopal  Church  Home,  Hockessin, 
Delaware. 

Charles  M.  Bancroft,  M.D. 

JAMES  A.  FLAHERTY,  M.D. 

James  A.  Flaherty,  M.D.,  psychiatrist,  died 
October  22,  1982,  at  the  age  of  77  from  conges- 
tive heart  failure. 

A native  Philadelphian,  he  graduated  from 
Jefferson  Medical  College  in  1933.  While  in 


medical  school,  he  attracted  the  attention  of 
Edward  A.  Strecker,  M.D.,  one  of  the  nation’s 
leading  psychiatrists,  who  had  a great  influence 
upon  Dr.  Flaherty’s  future  career. 

Following  internships  at  Bryn  Mawr  Hospital 
and  Sacred  Heart  Hospital  in  Allentown,  Penn- 
sylvania, he  was  a Rockefeller  Fellow  in  psychia- 
try for  two  years  at  the  Pennsylvania  Institute 
for  Mental  and  Nervous  Diseases.  During  this 
period,  Dr.  Flaherty  worked  as  an  instructor 
and  clinical  director  of  psychiatry  at  the  Uni- 
versity of  Pennsylvania  Medical  School.  Also 
during  this  time,  he  joined  Dr.  Strecker  in  private 
practice. 

During  World  War  II,  Dr.  Flaherty  volun- 
teered for  overseas  combat  service.  Serving  as 
a major  in  the  Medical  Corps,  he  was  stationed 
at  the  Valley  Forge  General  Hospital  for  most 
of  his  duty. 

In  1947  Dr.  Flaherty  joined  the  Delaware  State 
Hospital  as  staff  psychiatrist,  but  after  one  year 
was  appointed  director  of  research  and  instructor 
of  psychiatry  at  the  Ohio  State  University  Medi- 
cal School.  In  1952  he  returned  to  the  Delaware 
State  Hospital  as  Medical  Director  and  Assistant 
Superintendent  of  the  Governor  Bacon  Health 
Center,  a position  he  held  until  entering  private 
practice  in  1957. 

He  was  a most  vociferous  critic  of  Delaware’s 
mental  health  services  for  emotionally  disturbed 
children  and  for  alcoholics.  As  a result,  Dr. 
Flaherty  was  appointed  by  then  Governor  E.  N. 
Carvel  to  the  Board  of  Trustees  of  the  Depart- 
ment of  Mental  Health,  enabling  him  to  become 
active  in  the  reorganization  of  Delaware’s  mental 
health  systems.  Previously  composed  of  only  lay 
members,  Dr.  Flaherty  was  the  first  psychiatrist 
to  be  appointed  to  the  Board. 

Dr.  Flaherty  served  as  president  of  the  Dela- 
ware Psychiatric  Society  in  1958.  Two  years  ago, 
he  was  the  recipient  of  that  Society’s  Distin- 
guished Service  Award. 
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Dr.  Flaherty  is  survived  by  his  wife,  Helen, 
four  children,  John,  James,  Charles,  and  Helen, 
and  three  grandchildren. 

Memorial  donations  are  being  accepted  by 
Ursuline  Academy,  Wilmington,  Delaware. 

Charles  M.  Bancroft,  M.D. 

IS 

THEOFAN  G.  KUNYCKYJ,  M.D. 

Theofan  G.  Kunyckyj,  M.D.,  died  May  30, 
1982  in  Brandon,  Manitoba,  Canada,  after  a long 
illness. 

Dr.  Kunyckyj  was  a staff  psychiatrist  at  the 
Delaware  State  Hospital  and  a consultant  of  the 
Veterans  Administration  Hospital  in  Wilmington 
before  retiring  in  October  1981  due  to  illness. 


Born  January  23,  1918,  in  Nahirchi,  Western 
Ukraine,  Dr.  Kunyckyj  went  to  medical  school 
in  Erlangen,  Bavaria.  He  emigrated  to  Canada 
via  Australia  in  1954,  where  he  practiced  as  a 
staff  psychiatrist  in  Windsor,  Ontario,  St.  Thomas, 
Ontario,  and  Brandon,  Manitoba.  In  1971  Dr. 
Kunyckyj  moved  to  Wilmington,  Delaware, 
where  he  continued  to  practice  until  his  retire- 
ment ten  years  later. 

After  retiring,  Dr.  Kunyckyj  moved  back  to 
Manitoba. 

Dr.  Kunyckyj  is  survived  by  his  wife,  Irene; 
a son,  George;  and  a daughter,  Lana;  his  mother, 
Josephine;  and  a brother  and  two  sisters. 

Donations  may  be  made  to  the  Taras  Shev- 
chenko Foundation,  456  Main  Street,  Winnipeg, 
Manitoba. 
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WHAT'S  NEW  IN  NUCLEAR  MEDICINE? 


VlDYA  V.  Sagar,  M.D. 
Robert  L.  Meckelnburg,  M.D. 


Nuclear  medicine  was  recognized  as  a specialty 
by  the  AMA  in  1971,  and  the  first  examination  of 
the  American  Board  of  Nuclear  Medicine  was 
given  in  1972,  so  the  specialty  is  ten  years  old. 
Approximately  12  million  nuclear  medicine  pro- 
cedures were  performed  in  the  United  States  in 
1979. 

In  the  1950s,  rectilinear  scanners  ( which  moved 
back  and  forth  over  the  patient)  were  the  only 
“imaging”  instruments  available.  The  1960s  saw 
the  birth  of  the  gamma  camera  which  allowed 
dynamic  studies  and  higher  resolution  static 
images.  During  this  time  99mTc  pertechnetate 
became  widely  available.  With  a half-life  of 
only  six  hours  and  suitable  energy  characteristics, 
this  radiopharmaceutical  was  responsible  for  the 
rapid  growth  of  the  field.  This  decade  also  saw 
the  commercial  availability  of  radioassay  kits  for 
in  vitro  studies.  The  1970s  was  a period  of  re- 
emphasis on  the  functional  nature  of  nuclear 
medicine  procedures  versus  the  anatomic  infor- 
mation obtained  from  X-ray  studies.  Requests 
for  static  brain  images  declined.  Routine  use 
of  radionuclides  in  cardiovascular  diseases  was 
established. 

Nuclear  medicine  services  are  available  in  all 
the  major  hospitals  in  Delaware  (WMC,  VA 
Hospital,  St.  Francis,  Beebe,  Riverside,  Nanti- 

Dr.  Sagar  is  a member  of  the  Nuclear  Medicine  Section  of  the 
Department  of  Medicine  at  The  Wilmington  Medical  Center  and 
Chief  of  the  Department  of  Nuclear  Medicine  at  the  Veterans 
Administration  Center,  Wilmington,  Delaware. 

Dr.  Meckelnburg  is  the  Chief  of  the  Section  of  Nuclear  Medicine 
in  the  Department  of  Medicine  at  The  Wilmington  Medical  Center. 


coke,  Milford,  and  Kent).  The  major  contribu- 
tion of  nuclear  medicine  studies  continues  to  be 
in  the  evaluation  of  patients  with  cancer.  Bone- 
imaging studies  in  symptomatic  patients  have 
higher  yields  than  metastatic  surveys  using  X-rays. 
Liver  scans,  which  have  an  accuracy  of  80-90% 
for  detecting  space-occupying  lesions,  continue 
to  be  a tool  for  screening  for  metastasis. 

The  most  rapid  growth  of  the  field  has  been 
in  nuclear  cardiology.  Thallium  201  perfusion 
images  of  the  myocardium  in  conjunction  with 
stress  EKG  has  an  accuracy  of  90  -j-  5%  for 
coronary  artery  disease  in  a symptomatic  popu- 
lation. Cardiac  blood  pool  images  with  EKG 
synchronization  allow  evaluation  of  ventricular 
wall  motion  and  ejection  fraction.  Interventional 
studies  with  exercise  or  drugs  can  be  performed 
to  evaluate  changes  in  the  cardiac  performance. 
Myocardial  infarction  imaging  in  selected  pa- 
tients aids  in  establishing  the  diagnosis  of  acute 
myocardial  infarction.  Nuclear  cardiology  con- 
tinues to  grow,  primarily  because  of  its  nonin- 
vasive  nature  and  ease  of  performance. 

Because  of  its  high  sensitivity,  bone  imaging 
is  extremely  useful  in  many  benign  disorders  in- 
cluding osteomyelitis,  occult  fractures  ( stress 
fracture),  avascular  necrosis,  graft  viability,  pros- 
thesis loosening,  arthritic  and  metabolic  disor- 
ders. These  high  resolution  images  are  possible 
with  the  current  generation  of  gamma  cameras. 
Some  of  the  relatively  newer  tests  include 
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99mTc  Imino  Diacetic  Acid  for  diagnosis  of 
acute  cholecystitis  and  tests  for  the  detection  and 
localization  of  GI  bleeding. 

The  1980s  may  introduce  functional  imaging 
on  a more  routine  basis.  These  include  radio- 
labeled  metabolic  precursors  for  brain  and  car- 
diac studies.  Single  photon  emission  computed 
tomography  ( SPECT ) is  available  in  many  nu- 
clear medicine  departments  to  image  organs  with 
transverse  sections  thereby  increasing  the  resolu- 
tion. Positron  cameras  (PETT)  allow  detection 
of  positron  emitting  radionuclides  in  various 
organs. 

The  growth  of  nuclear  medicine  is  not  without 
problems.  The  general  “antinuclear”  mood  of 
society  fails  to  separate  the  medical  use  of  radio- 
nuclides from  nuclear  weapons.  There  is  also 
the  problem  of  nuclear  waste  disposal.  In  spite 
of  these  problems,  nuclear  medicine  continues  to 
help  referring  physicians  in  the  diagnostic  evalu- 
ation of  patients. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


MEDICAL  EMERGENCIES: 

THE  1982  DEFINITION 

In  this  issue  of  the  Delaware  Medical  Journal, 
we  are  privileged  to  present  an  overview  by 
Irving  Shapiro,  formerly  chairman  of  the  Board 
of  the  DuPont  Company,  in  which  he  discusses 
the  intense  concern  by  industries  which  provide 
health  insurance  for  their  employees  about  the 
inorease  over  the  past  decade  in  their  premium 
expenditures. 

Premiums  are  after  all,  a direct  reflection  of 
usage  and  charges.  For  that  reason,  it  is  inter- 
esting to  review  the  information  in  the  current 
Blue  Cross-Blue  Shield  brochure  for  DuPont 
employees  with  respect  to  coverage  for  emer- 
gency room  visits  with  the  same  information 
issued  in  1977. 

The  1977  copy  says  that  full  coverage  will  be 
provided  for  hospital  services  in  an  outpatient 
department  for  “emergency  non- accident  ser- 
vices required  as  a result  of  serious  and  unex- 
pected illness.”  It  gives  as  “examples  of  condi- 
tions which  are  covered:  poisonings,  convulsions, 
kidney  stone  attack,  asthmatic  attack,  spon- 
taneous pneumothorax.” 

The  1982  version  is  more  detailed.  It  says  that 
full  coverage  is  provided  for  hospital  services 
for  “emergency  accident  services  required  as  a 
result  of  a serious  and  unexpected  illness  which 
is  sometimes  referred  to  as  a medical  emergency. 
Medical  emergency  must  meet  the  following 
criteria:  (a)  symptoms  must  be  severe  and  re- 
quire medical  care  and  (b)  must  be  for  actual 
hazard  to  life,  health,  or  physical  well-being.” 

The  list  of  examples  which  might  be  covered 
if  they  satisfy  the  above  criteria  has  been  ex- 
panded from  five  to  15  including  “failure  of  a 
mechanical  device  implanted  in  or  attached 


to  the  patient”  and  “any  inpatient  admission 
immediately  following  outpatient  treatment.” 
Other  illnesses  mentioned  in  the  15  examples 
are  “bleeding,”  site  not  specified,  and  “fever” 
which  must  be  102  degrees  or  higher. 

I have  a hunch  that  the  explicitness  of  the 
criteria  defining  medical  emergencies  means  that 
the  Blues  as  insurers  and  DuPont  as  their  corpor- 
ate client  have  decided  to  become  more  strict 
about  reimbursal  for  emergency  room  visits 
which  are  not  actually  emergencies.  Why?  Be- 
cause, for  a number  of  good  reasons,  emergency 
room  visits  invariably  cost  more,  and  often  a 
great  deal  more,  than  visits  to  physicians’  offices 
for  the  same  illnesses.  What’s  more,  visits  to 
physicians’  offices  are  not  reimbursable  by  in- 
surance until  a certain  deductible  per  person  or 
family  has  been  expended,  and  then  only  for 
employees  who  have  subscribed  to  an  optional 
program  of  comprehensive  extended  benefits  for 
which  the  employee  must  pay  himself. 

It  is  probably  general  knowledge  that  fre- 
quently illnesses  may  be  completely  covered  by 
insurance  even  though  the  charges  will  be  greater 
if  the  patient  is  seen  in  the  emergency  room,  but 
not  covered  in  an  office  at  all,  or  only  if  the  pa- 
tient has  optional  extended  benefits  and  the  an- 
nual deductible  has  already  been  met.  Even 
then  coverage  is  for  only  80  percent,  not  100 
percent.  One  wonders  what  would  happen  to 
the  tendency  to  use  emergency  rooms  for  non- 
emergency care  if  billing  for  them  were  to  con- 
tinue at  the  same  charges,  but  reimbursement 
became  limited  to  the  dollar  amount  which 
would  have  been  for  the  same  problem  seen  in 
a physician’s  office,  and  vice  versa,  i.e.  if  reim- 
bursement for  office  visits  were  more  complete. 
The  questions  are  obviously  complex  and  must 
take  into  consideration  the  fact  that  the  emer- 
gency rooms  are  available  without  an  appoint- 
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ment,  24  hours  a day,  365  days  a year  to  all 
comers,  with  or  without  insurance  or  personal 
solvency. 

Some  years  ago,  I editoralized  in  these  pages 
about  my  certainty  that  it  was  inevitable  that 
those  who  pay  hospitals  and  physicians  would 
become  increasingly  more  insistent  about  being 
a party  to  the  cost  accounting  of  the  services 
they  pay  for.  It  seems  the  time  has  come.  Hos- 
pitals and  physicians  can  expect  to  see  more  of 
the  kinds  of  stringencies  mentioned  above  as  part 
of  industries’  response  to  the  cost  of  care.  If 
industries’  permission  to  charge  off  as  business 
expense  the  cost  of  paying  for  their  employees’ 
health  insurance  is  withdrawn  by  the  IRS  so 
that  the  individual  employees  must  consider  that 
premium  as  income  and  pay  tax  on  it,  or  alter- 
nately, provide  it  directly  out  of  their  own  in- 
come, the  employees  themselves  are  likely  to 
become  more  interested  in  charges  and  cover- 
ages at  different  locations. 

Whatever  happens,  we  physicians  can  be  cer- 
tain of  having  to  consider  these  matters  a great 
deal  more  than  we  have  in  the  past. 

Bernadine  Z.  Paulshock,  M.D. 

W? 

LETTER  TO  THE  EDITOR 

INTERN  PATIENT  LOAD 

To  the  Editor: 

How  much  work  does  an  intern  do  when  the 
intern  does  the  work? 

I wish  to  present  the  results  of  a year  long, 
non-randomized,  uncontrolled  study  of  the  pa- 
tient load  of  one  intern  in  medicine.  Data  col- 
lection: I dictated  each  History  and  Physical 
I performed  and  for  each  patient  on  my  services 
I kept  an  index  card,  thus  patients  not  seen  on 
admission  were  also  accounted  for. 

Results:  The  total  number  of  H & Ps  I did  was 
206,  the  total  number  of  patients  on  my  floor 
rotations  was  381.  Multiple  admissions  were 
counted  separately;  I admitted  or  cared  for  two 
patients  three  times  and  admitted  or  cared  for 
four  patients  twice. 

While  on  Radiology  and  Emergency  Room 
rotations,  a month  of  each,  I collected  no  patients 


for  the  study.  The  longest  span  of  continuous 
patient  care  was  73  days  for  one  patient,  all  but 
three  weeks  in  the  MICU.  The  shortest  care 
time  was  two  hours  with  a leukemic  patient 
who  had  galloping  pseudomonal  cellulitis. 

More  than  likely  some  interns  cared  for  more 
patients  during  the  same  time,  some  for  less. 
The  total  number  of  patient-care  contacts  was 
probably  double,  considering  my  on-call  duties. 

Greg  Kujala,  M.D. 

Dr.  Kujala  is  a second-year  internal  medicine  resident  at  The 
Wilmington  Medical  Center. 

% % % 

CORRECTION 

In  the  Table  of  Contents  of  the  December  1982 
issue  of  the  Delaware  Medical  Journal,  a Letter 
to  the  Editor  was  incorrectly  attributed  to  Greg 
Kujala,  M.D.  The  letter  was  written  by  Mr. 
Fred  Breukelman. 


A J OF  DELAWARE 


THE 


STAFF 

PHYSICIANS 

With  steel  and  masonry  arriving  daily 
and  opening  day  less  than  six  months 
away,  The  HMOofDE.Inc.ismoving 
to  round  out  its  staff  of  senior  medical 
personnel. 

We  presently  have 
vacancies  for  phy- 
sicians with  spe- 
cialities in  pediatrics  and  family  prac- 
tice. An  opening  in  the  fall  of  1983  is 
reserved  for  a practitioner  in  Internal 
Medicine. 

In  addition  to  the  unique  start-up 
aspects,  the  positions  offer  excellent 
salary  and  fringe  benefits  packages; 
fully  paid  life,  health  and  dental  insur- 
ance plus  a variety  of  special  entice- 
ments. 

Qualified  and  interested  parties  are 
invited  to  send  a precis  of  professional 
credentials  to: 

R.  Walter  Powell,  M.D. 
Medical  Director 
The  HMO  of  DE. 

24A  Trolley  Square 
Wilmington, DE  19806 

An  Equal  Opportunity  Employer 
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THE  AMA  DELEGATE 
1982  INTERIM  MEETING 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  December  5-8  in  Miami 
Beach.  The  Medical  Society  of  Delaware  was 
represented  by  its  President,  Ignatius  J.  Tikellis, 
M.D.;  its  Delegate,  Roger  B.  Thomas,  Jr.,  M.D.; 
and  its  Alternate  Delegate,  Rhoslyn  J.  Bishoff, 
M.D.  This  report  will  review  major  items  of 
business  which  were  transacted  during  that  par- 
ticular meeting,  along  with  lesser  items  which 
have  particular  relevance  to  our  state.  More 
fully  detailed  information  is  contained  in  the 
AMA  News,  dated  December  17,  and  December 
24-31,  1982. 

There  were  305  delegates  seated,  including 
236  delegates  representing  state  medical  associa- 
tions, 61  delegates  representing  national  medical 
specialty  societies,  and  8 Section  and  Service 
Delegates  representing  medical  students,  medi- 
cal schools,  resident  physicians,  Army,  Navy,  Air 
Force,  USPHS,  and  the  Veterans  Administration. 
The  House  was  informed  that  a preliminary 
membership  count  indicates  that  25  states  will 
have  additional  delegate  representation  in  1983, 
the  first  year  that  direct  members  will  be  ap- 
plied to  the  delegate  allocation. 


A report  addressing  the  size  and  composition 
of  the  House  of  Delegates  generated  much  dis- 
cussion. This  report  was  responding  to  concern 
that  the  votes  of  state  society  delegates  were 
being  diluted  by  the  number  of  specialty  society 
delegates;  that  the  specialty  societies  only  had 
one  delegate  no  matter  how  large  or  small  that 
society  was;  and  that  some  specialty  disciplines 
were  represented  by  more  than  one  specialty 
society.  The  House  reaffirmed  the  value  of  spe- 
cialty society  representation  in  the  House  and 
said  that  these  societies  should  continue  to  meet 
the  criteria  that  gained  them  a seat  in  the  House 
in  the  first  place.  The  House  rejected  recommen- 
dations to  provide  a Delegate  seat  for  state  so- 
ciety presidents  and  to  provide  proportional  rep- 
resentation to  specialty  societies. 

In  adopting  a report  of  a study  committee,  the 
House  voted  to  establish  a Hospital  Medical 
Staff  Section,  which  will  provide  medical  staffs 
with  a national  forum  and  direct  access  to  the 
AMA  policy  making  body.  This  section,  like 
the  other  three  special  sections  ( medical  schools, 
residents,  and  medical  students)  will  have  a dele- 
gate and  an  alternate  delegate,  and  will  function 
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with  a governing  council.  The  study  committee 
pointed  out  that  county  and  state  medical  asso- 
ciations are  looking  to  the  AMA  for  leadership 
and  for  a prototype  adaptable  to  local  needs. 
The  House  of  Delegates  urged  state  and  county 
societies  to  work  with  medical  staffs  to  facilitate 
participation  in  the  section,  noting  that  a possible 
model  would  be  a Hospital  Medical  Staff  Section 
at  each  state  House  of  Delegates  annual  meeting, 
and  a Hospital  Staff  Liaison  Committee  in  each 
county  medical  society. 

The  House  adopted  new  criteria  providing  for 
AMA  dues  exemption,  to  include  also  members 
suffering  financial  hardship  and/or  disability; 
retired  members  aged  65-69;  members  aged  70 
and  above  regardless  of  retirement. 

The  House  considered  two  reports  addressing 
the  issue  of  competition  in  medicine.  One  re- 
port was  largely  informational;  the  other  de- 
scribed an  AMA  action  plan  designed  to  help 
physicians  deal  with  changing  market  forces. 
The  following  general  effects  of  competition  were 
identified:  more  aggressive  efforts  will  be  made 
by  physicians  and  others  to  attract  patients;  the 
nature  of  practice  opportunities  will  change  with 
respect  to  location,  organization,  and  specialty; 
and  the  economic  impact  of  competition  on  phy- 
sicians will  differ,  with  rewards  likely  to  be 
greatest  for  those  who  provide  quality  care  at 
the  lowest  cost.  The  AMA  action  plan  will  help 
physicians  determine  what  kind  of  practice  op- 
portunities are  available,  how  to  organize  prac- 
tice resources  effectively,  and  where  to  obtain 
medical  practice  finances. 

The  House  voted  to  continue  to  oppose 
changes  in  the  Medicare  and  Medicaid  hospital 
reimbursement  systems  that  result  in  cost  shift- 
ing to  private  patients.  In  addition,  the  House 
supported  the  wide  publication  of  the  deleterious 
effects  on  the  private  sector  of  such  cost  shifts 
in  efforts  to  save  dollars  for  the  federal  programs. 

The  House  voted  to  reaffirm  its  position  that 
containers  of  all  alcoholic  beverages  be  required 
to  bear  the  following  statement  on  their  labels: 
“Alcohol  may  be  injurious  to  your  health,  and,  if 
consumed  during  pregnancy,  to  the  health  of 
unborn  children.”  They  also  voted  to  encourage 


the  media  that  accept  advertising  of  alcoholic 
beverages  to  refuse  such  advertising. 

The  House  adopted  the  following  policy  per- 
taining to  “nurse  practitioners”:  “The  American 
Medical  Association,  in  the  public  interest,  urges 
state  medical  associations  to  oppose  enactment 
of  legislation  to  authorize  the  totally  independent 
practice  of  medicine  by  any  individual  who  has 
not  completed  the  state’s  requirements  for  licen- 
sure to  engage  in  the  practice  of  medicine  and 
surgery  and  all  of  its  branches.”  An  effort  was 
made  by  Dr.  Thomas  to  refine  the  definition  of 
“the  practice  of  medicine,”  and  although  there 
was  considerable  support  for  such  action,  there 
was  not  sufficient  support  for  passage  in  the  form 
as  presented.  Accordingly,  information  will  be 
presented  to  the  Board  of  Trustees  of  the  Medi- 
cal Society  of  Delaware  encouraging  the  develop- 
ment of  a resolution  to  be  submitted  at  the  an- 
nual House  of  Delegates  meeting  in  June  of  1983 
to  bring  a more  clear  focus  on  the  problems  at- 
tendant to  defining  “the  practice  of  medicine,” 
since  there  is  a local  interest  in  that  aspect  of 
this  matter. 

Delegates  voiced  their  vigorous  opposition  to 
regulations  that  would  impose  limits  for  reim- 
bursing physicians’  services  under  Medicare  Part 
B.  These  regulations  have  been  proposed  as  a 
means  of  implementing  a provision  in  the  Tax 
Equity  and  Fiscal  Responsibility  Act  of  1982 
(TEFRA)  that  distinguishes  between  physician 
services  provided  to  individual  patients  and  those 
services  that  are  provided  for  the  “general  bene- 
fit of  patients  in  a hospital  or  nursing  facility” 
for  the  purpose  of  allocating  costs  between  Part 
A and  Part  B.  The  House  declared  that  the  pro- 
posal would  redefine  the  practice  of  medicine  by 
substituting  hourly  wages  or  annual  salaries  for 
present  reimbursement  mechanisms.  The  AMA 
was  urged  to  oppose  the  TEFRA  regulations 
through  action  in  Congress,  with  the  administra- 
tion, and  in  the  courts. 

In  a resolution  adopted  by  the  House,  the 
Delegates  called  on  the  Department  of  Health 
and  Human  Services  to  broaden  its  experimental 
rembursement  formula  beyond  the  Diagnostic 
Related  Groups  ( DRG ) concept,  to  implement 
this  concept  on  an  experimental  basis  only,  and 
to  restriot  implementation  to  selected  areas  be- 


44 


Del  Med  Jrl,  Jan  1983- Vol  55,  No  1 


Special  Report 


fore  imposing  DRG  on  the  nation’s  health  care 
system.  HHS  has  indicated  that  it  may  want  to 
implement  DRGs  nationally  for  the  Medicare 
Program. 

Assorted  other  items  were  dealt  with;  selected 
examples  illustrate  the  breadth  of  AMA  activity. 
A resolution  was  adopted  asking  the  AMA  to 
disapprove  and  discourage  the  promotional  dis- 
tribution of  free  cigarettes,  a common  practice 
in  public  hospitals  and  other  public  institutions. 
The  development  of  educational  programs  de- 
scribing the  dangers  of  excessively  heated  water 
was  endorsed.  Legislation  was  supported  which 
promotes  the  use  of  effective  smoke  detectors  in 
residential  dwellings.  Opposition  was  continued 
for  regulations  that  require  parental  notification 
when  prescription  contraceptives  are  provided  to 
minors  through  federally  funded  programs.  It 
was  voted  to  encourage  actively  the  President 
and  the  Congress  to  continue  the  process  of  bi- 
lateral and  verifiable  nuclear  arms  reduction.  A 
program  was  reinstituted  to  increase  awareness  of 
physicians  and  patients  that  television  violence  is 
a risk  factor  threatening  the  health  of  the  young. 
It  was  decided  to  review  the  status  of  the  legal 
action  taken  to  reverse  the  Berkeley,  California 
prohibition  of  the  use  of  electroconvulsive  ther- 
apy, and  to  determine  if  the  AMA  should  join 
such  action  as  a co-plaintiff  or  file  an  amicus 
curiae  brief  in  support  of  any  such  legal  action. 

The  House  asked  the  AMA  to  communicate 
with  the  publisher  of  the  Physicians  Desk  Refer- 
ence ( PDR ) to  urge  that  the  publication  include 
a Food  and  Drug  Administration  statement  re- 
garding the  use  by  physicians  of  approved  drugs 
for  purposes  not  in  the  labeling,  and  to  go  on 
record  that  the  PDR  is  only  one  of  many  re- 
sources for  a physician  and  that  it  does  not  es- 
tablish the  sole  standard  for  the  appropriate  use 
of  drugs.  In  another  action,  the  House  referred 
for  study  and  the  development  of  an  action  plan 
a request  for  AMA  establishment  of  a protocol, 
for  emergency  medical  personnel  responding  to 
a scene  at  which  a physician  might  already  be 
administering  care. 

A final  item  of  national  and  local  interest  con- 
cerns the  pros  and  cons  of  forming  preferred 
provider  organizations  (PPOs).  State  and  local 
medical  societies  are  now  encouraged  to  consider 


investigating  forming  PPOs.  They  are  further 
advised  to  monitor  PPOs  which  develop  in  their 
areas  and  apprise  their  members  of  the  status, 
structure,  and  extent  of  physicians  and  provider 
enrollment  in  any  such  plan.  Hospitals  and  busi- 
ness corporations  now  are  the  prime  developers 
of  PPOs,  but  it  is  felt  that  physicians  should  be 
encouraged  to  consider  forming  PPOs  on  their 
own.  It  is  felt  that  state  and  local  medical  so- 
cieties might  serve  as  an  organizational  focus  for 
local  physicians’  responses  to  PPOs,  without  com- 
promising support  for  existing  policies  of  plural- 
ism of  the  medical  oare  delivery  system. 

There  were  many  other  items  of  business  con- 
ducted by  the  House,  with  reports  adopted,  posi- 
tions taken,  and  items  referred  for  further  study. 
Again,  the  interested  physician  or  other  reader 
is  referred  to  the  AMA  News  of  December  17, 
and  24-31,  1982,  for  further  detail  in  these  areas, 
which  are  too  lengthy  and  involved  to  review 
in  a report  of  this  type. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 


WANTED 

FAMILY  PHYSICIAN 

TO  TEACH  AND  PRACTICE 

University  of  Missouri-Kansas  City  Depart- 
ment of  Family  Practice.  Residency  Pro- 
gram has  18  residents,  has  four  other  full 
time  and  four  part  time  faculty.  Suburban 
location.  New  Clinic.  Certification  by 
American  or  Canadian  Board  required. 
Salary  competitive  depending  upon  experi- 
ence. 

Contact 

Family  Practice  Department 
University  of  Missouri-Kansas  City 
School  of  Medicine 
Truman  Medical  Center/East 
Route  1 7,  Kansas  City,  MO  64139 

(816)  373-8210 

Attention:  Thomas  A.  Nicholas,  M.D. 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 


IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  FEBRUARY  2,  1983 

20  minute  lectures  — Questions  and  Answers  (1 0 minutes) 
MODERATOR:  BERNARD  L.  SEGAL,  M.D. 

UNSTABLE  ANGINA  PECTORIS:  NITRATES,  BETA-BLOCKERS, 
CALCIUM-BLOCKERS— FOR  WHOM  AND  WHY? 
Bernard  L.  Segal,  M.D. 

PREDICTORS  OF  SUDDEN  DEATH  IN  PATIENTS  WITH 
CORONARY  HEART  DISEASE 
Joel  Morganroth,  M.D. 

THE  TREATMENT  OF  ARRHYTHMIAS  WITH  CALCIUM-BLOCKING 
AGENTS— CASE  PRESENTATION 
Scott  R.  Spielman,  M.D. 

THE  VALUE  OF  ECHOCARDIOGRAPHY  IN  PATIENTS  WITH 
CORONARY  HEART  DISEASE 
Morris  N.  Kotler,  M.D. 


3:00  P.M.— 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


of  Hahnemann  Medical  College  and  Hospital 
230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 


CARDIOLOGY  UPDATE  . . . 


CASE  PRESENTATION/DISCUSSION 
Daniel  Mason,  M.D. 


PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES  1982 


The  193rd  Annual  Meeting  of  the  House  of  Delegates, 
Medical  Society  of  Delaware,  was  called  to  order  at 
the  Delaware  Academy  of  Medicine  Building,  Wilming- 
ton, Delaware,  on  Friday,  November  19,  1982,  at  1:30 
p.m.  with  Rafael  A,  Zaragoza,  M.D.,  President,  presid- 
ing. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  ac- 
cept the  minutes  of  the  1981  session. 

Dr.  Zaragoza  then  turned  the  meeting  over  to  Henri 
F.  Wendel,  M.D.,  who  acted  as  Speaker  of  the  House 
for  the  reports  of  the  Reference  Committees  and  the 
other  Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

The  year  that  I have  served  as  President  of  the  Medi- 
cal Society  of  Delaware  has  been  one  of  the  most  reward- 
ing years  of  my  life.  It  has  been  a demanding  and 
sometimes  almost  overwhelming  task  that  has  given  me 
new  insight  into  the  workings  of  the  Society.  When  I 
assumed  the  Presidency,  I was  aware  that  there  were 
problems  facing  the  Society.  I did  not  expect  that  there 
would  be  easy  solutions  to  these  problems,  but  I ac- 
cepted the  responsibility  and  the  challenge— and  a chal- 
lenge it  has  been. 

Some  of  the  problems  have  been  successfully  con- 
cluded, thanks  to  the  efforts  of  many  individuals— my 
fellow  officers,  committee  members,  Society  members, 
our  extremely  capable  Executive  Director  and  her  staff. 
Some  of  the  problems  have  not  been  successfully  re- 
solved, and  others  are  still  pending. 

One  of  the  major  concerns  of  the  Society  for  the  past 
several  years  has  been  the  matter  of  malpractice  liability 
insurance.  It  was  a problem  when  I took  office,  and 
it  is  a problem  again  this  year.  For  the  past  several 
years,  Aetna  has  been  the  Society’s  sponsored  carrier. 
Last  year  two  additional  companies,  ICA  and  PHICO, 
offered  to  provide  coverage  for  Delaware  physicians. 
The  Society  continued  to  sponsor  Aetna  because  of  the 
service  given  in  the  past,  but  Aetna  informed  the  Society 
recently  that  policies  written  for  the  next  year  will  cost 
on  the  average  452  more  than  the  current  year.  How- 
ever, PHICO  has  offered  to  be  the  Society’s  carrier  with 


rates  averaging  about  10-152  higher  than  this  year’s 
Aetna  rates.  The  Society’s  Board  of  Trustees  has  just 
approved  the  recommendation  of  the  Liability  Insurance 
Committee  that  negotiations  be  pursued  with  PHICO.  We 
continue  to  work  on  a long-range  plan  to  find  a solution 
to  the  continuing  problem  of  malpractice  coverage. 

The  problem  of  ancillary  and  paramedical  personnel 
who  represent  to  the  public  that  they  offer  the  same 
services  as  physicians  has  made  the  Committee  on  Para- 
medical and  Ancillary  Professionals  one  of  the  most 
active  in  the  Society  this  year. 

The  definition  of  the  role  of  chiropractors  is  one  which 
has  been  challenged  by  the  Board  of  Medical  Practice. 
The  Board  of  Chiropractic  was  notified  by  the  Board  of 
Medical  Practice,  through  its  legal  representative  from 
the  Attorney  General’s  Office,  that  the  Board  of  Chiro- 
practic’s Rule  17,  which  defines  the  practice  of  Chiro- 
practic to  include  the  “diagnosis,  treatment  and  pre- 
vention of  disease,”  is  in  violation  of  the  Medical  Prac- 
tices Act  and  should  be  deleted. 

The  new  Nurse  Practice  Act  proposed  by  the  Delaware 
Board  of  Nursing,  which  would,  in  effect,  allow  nurses 
to  practice  medicine,  has  demanded  much  time  and  effort 
from  many  of  our  members.  Legislation  with  amend- 
ments which  were  introduced  by  the  State  Society  to 
preserve  the  integrity  of  medical  practice  and  also  to 
preclude  the  loss  of  employment  by  many  non-nursing 
personnel  working  under  the  supervision  of  physicians, 
especially  in  the  office  setting,  was  passed  in  the  House. 
Because  these  amendments  were  not  acceptable  to  the 
nurses,  the  legislation  was  withdrawn  in  the  Senate  at 
the  nurses’  request.  Therefore,  no  action  was  taken  this 
year  on  a new  Nurse  Practice  Act.  However,  those  who 
wish  to  amend  the  Nurse  Practice  Act  have  not  given 
up  but  are  already  preparing  for  the  next  session  of  the 
General  Assembly  when  they  hope  to  get  legislation  of 
their  choosing  passed.  Our  Committee  is  also  working 
on  strategies  for  a better  plan  to  convince  the  public, 
the  legislators,  and  nurses  as  well  as  physicians  that  the 
proposals  of  the  nurses  would  indeed  allow  nurses  to 
practice  medicine  without  proper  medical  training. 

Also  at  issue  at  the  present  time  is  the  value  of  “second 
opinion”  programs.  Whether  or  not  there  is  real  merit 
to  their  claim  that  care  is  improved  and  health  care 
costs  cut  has  yet  to  be  determined.  Pilot  programs  being 
considered  in  conjunction  with  health  insurance  carriers 
will  hopefully  provide  answers  as  to  the  effects  of  second 
opinion  programs  on  health  care  and  costs. 
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Blue  Cross  and  Blue  Shield  of  Delaware  has,  as  you 
know,  formed  an  HMO  in  Delaware  which  is  scheduled 
to  open  soon.  The  Medical  Society  of  Delaware  has 
expressed  concerns  about  how  successful  the  HMO  of 
Delaware  will  be  in  improving  health  care  and  contain- 
ing costs. 

Our  relationship  with  Blue  Cross  and  Blue  Shield  of 
Delaware  was  improved  as  a result  of  presentations  by 
officers  of  Blue  Cross  and  Blue  Shield  at  county  medical 
society  meetings.  Blue  Cross  and  Blue  Shield’s  posi- 
tions on  several  issues  were  clarified  and  we  were  able 
to  express  our  concerns  regarding  what  had  been  per- 
ceived as  a lack  of  responsiveness. 

Opening  up  channels  of  communication  with  the  key 
people  in  Camp  Hill,  Pennsylvania,  where  Medicare  Part 
B claims  are  processed,  has  also  resulted  in  a more 
satisfactory  relationship  for  the  members  of  our  So- 
ciety. 

The  problems  raised  as  a result  of  the  recent  Supreme 
Court  decision  in  the  Maricopa  County  Medical  Society 
case  have  affected  the  Society’s  ability  to  function  through 
its  Medical  Review  Committee  on  matters  of  fees.  We 
are  now  considering  modifying  the  bylaws  of  our  So- 
ciety to  conform  with  this  high  court  ruling. 

The  Medical  Society  of  Delaware  has  participated  in 
the  AMA’s  opposition  to  FTC  intrusion  into  the  medical 
profession.  The  result  of  the  Supreme  Court’s  tie  vote 
on  an  FTC  complaint  against  the  AMA  is  that  the  issue 
of  the  FTC’s  authority  in  regulating  the  professions 
must  be  resolved  by  the  Congress.  The  leadership  of 
the  Medical  Society  of  Delaware  lost  no  time  in  con- 
tacting and  expressing  our  views  to  our  Delaware  Con- 
gressional delegation  urging  their  support  for  bills  which 
would  eliminate  FTC  jurisdiction  over  the  professions. 
We  are  not  asking  exemption  from  the  antitrust  laws. 
We  are  asking  that  claims  of  improper  conduct  by  pro- 
fessional groups  be  tried  in  courts  with  impartial  judges 
rather  than  administrative  hearings  before  salaried  em- 
ployees of  the  agency  making  the  charges.  We  are  ask- 
ing that  the  FTC  be  required  to  respect  duly  enacted 
state  laws,  and  we  are  asking  that  the  Congress  clarify 
that  it  never  empowered  the  FTC  to  regulate  not-for- 
profit  professional  organizations.  Congress  has  delayed 
its  vote,  in  its  rush  to  recess  for  local  election  campaigns, 
and  will  take  up  the  issue  again  in  the  session  starting 
November  29,  1982. 

It  has  been  my  privilege  to  lead  the  Society  for  the 
past  year.  The  work  of  the  Society  has  required  dedi- 
cation and  commitment  from  many;  their  cooperation 
is  acknowledged  and  appreciated.  I hope  that  your 
continued  support  will  be  given  to  the  incoming  Presi- 
dent, Dr.  Ignatius  J.  Tikellis,  who  has  already  devoted 
much  time  and  effort  to  the  Society.  Your  cooperation 
is  necessary  if  the  Society  is  to  continue  to  be  a vital 
effective  organization.  Organized  medicine  will  continue 
to  be  confronted  with  obstacles  that  cannot  be  over- 
come by  individuals.  Working  together,  mobilizing  the 


resources  we  possess  as  a group,  gives  us  strength  and 
clout  we  cannot  achieve  alone. 

The  highest  quality  medical  care  with  equal  access  at 
reasonable  cost  can  be  a reality  if  we  can  obtain  the 
cooperation  of  all  participants— the  Federal  government 
and  the  private  sector,  providers  and  recipients.  If  we 
work  together  in  our  communities,  our  hospitals,  our  local 
and  national  organizations,  we  can  reach  our  goal. 

I am  proud  to  have  been  a part  of  the  accomplishments 
of  the  Society  this  past  year,  and  I humbly  thank  you 
all  for  giving  me  that  opportunity. 

Rafael  A.  Zaragoza,  M.D. 

President 

(The  report  was  filed  with  a note  of  commendation  to 
Dr.  Zaragoza.) 

REPORT  OF  THE  PRESIDENT-ELECT 

I first  wish  to  thank  the  members  of  the  Medical  So- 
ciety of  Delaware  for  bestowing  upon  me  the  honor  of 
President-Elect  of  their  Society.  I will  try  to  serve  the 
Society  and  each  member  to  the  best  of  my  ability  and 
in  the  best  tradition  of  organized  medicine. 

The  past  year  as  President-Elect  has  been  one  of  fruit- 
ful learning  and  of  understanding  more  intimately  the 
problems  that  organized  medicine  faces  now  and  in  the 
future. 

As  Chairman  of  the  Paramedical  and  Ancillary  Pro- 
fessional Committee,  I have  spent  considerable  time  on 
legislative  activities  on  matters  pertaining  to  other  allied 
and  paraprofessional  disciplines. 

I am  personally  convinced  that  as  physicians  we  must 
involve  ourselves  more  directly  in  expressing  our  con- 
cerns to  the  legislators.  The  only  effective  way  to  pre- 
sent the  position  of  our  Society  is  by  one-on-one  dis- 
cussions. Legislators  do  want  to  hear  from  us.  Clear, 
concise,  and  mature  presentation  of  our  views  is  neces- 
sary to  convince  them  that  our  position  merits  their 
support. 

I want  to  thank  Dr.  Zaragoza  for  giving  me  the  op- 
portunity to  serve  as  an  active  President-Elect.  I also 
wish  to  thank  the  other  members  of  the  Paramedical  and 
Ancillary  Professional  Committee  for  their  efforts  and 
support.  They  include  Drs.  Joseph  F.  Kestner,  David 
Platt,  and  Dene  T.  Walters.  Finally,  I would  like  to 
offer  my  thanks  and  appreciation  to  Dr.  Vincent  Lobo 
who  again  has  shown  his  willingness  to  work  in  our  So- 
ciety’s behalf.  He  has  been  of  immense  value  in  making 
our  point  of  view  known  to  many  of  the  legislators  in 
Kent  and  Sussex  Counties. 

I.  J.  Tikellis,  M.D. 

President-Elect 

( The  report  was  filed. ) 
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REPORT  OF  THE  VICE-PRESIDENT 

In  the  year  just  past,  the  Medical  Society  of  Delaware 
found  itself  beset  by  an  unusual  cluster  of  symptoms. 
It  remains  to  be  seen  whether  or  not  a serious  illness, 
potentially  threatening  the  very  life  of  the  Society, 
shall  emerge.  We  are  confident  that  wise  physicians  will 
find  the  cure. 

Psychologists,  social  workers,  nurse  anesthetists,  and 
chiropractors  all  sought  to  define  in  detail  their  roles  in 
the  state  health  care  structure  in  rhetoric  which,  to  the 
Society,  smacked  clearly  of  the  practice  of  medicine. 
Aided  by  political  groups  and  “cost-cutters,”  some  of 
them  well-meaning  albeit  naive,  these  paraprofessionaLs 
moved  to  establish  themselves  as  independent  practi- 
tioners in  areas  of  patient  care  which  can  be  learned 
only  through  arduous  years  of  medical  school  study 
and  residency  training.  And  so  it  must  become  the 
task  of  the  Medical  Society  not  only  to  redefine  the 
practice  of  medicine  but  to  remain  firmly  on  guard 
against  those  who  would  set  themselves  up  as  indepen- 
dent “practitioners.” 

Government,  in  the  form  of  the  Federal  Trade  Com- 
mission, has  recently  turned  a jaundiced  eye  on  the  peer 
review  functions  of  state  medical  societies,  citing  alleged 
violations  of  anti-trust  laws  in  its  arguments.  Thus,  at  a 
time  when  we  are  under  great  pressure  from  public  and 


private  groups  to  assure  the  public  of  the  quality  of 
care  which  physicians  render,  we  are  stifled  in  our  at- 
tempts by  the  very  forces  which  demand  that  assurance. 

Blue  Cross  and  Blue  Shield  of  Delaware,  having  lost 
its  contract  of  insurance  for  Medicare  recipients  to  Blue 
Cross  and  Blue  Shield  of  Pennsylvania,  can  no  longer 
communicate  directly  regarding  these  patients  with  its 
Delaware  physician  providers.  Paradoxically,  the  Dela- 
ware physicians  may  not  talk  directly  with  Pennsylvania 
Blue  Shield,  but  must  use  Delaware  Blue  Shield  as  the 
intermediary.  So  goes  the  game  of  musical  chairs,  with 
its  resulting  confusion  and  frustration  on  the  part  of 
patients  and  physicians  alike. 

In  addition,  Blue  Cross  and  Blue  Shield  of  Delaware, 
a “not-for-profit”  corporation  holding  existing  contracts 
with  the  majority  of  Delaware  physicians,  has  seen  fit 
to  enter  into  direct  competition  with  its  own  contracting 
physicians  through  the  establishment  of  a Health  Main- 
tenance Organization. 

Finally,  some  malpractice  insurance  carriers,  who  once 
so  valued  their  relationship  with  the  Society  that  they 
would  provide  coverage  only  for  Society  members,  now 
no  longer  seek  Society  involvement.  (Federal  anti-trust 
laws  may  also  be  a factor. ) In  one  instance  a carrier 
has  refused,  on  principle,  Society  sponsorship.  Premiums 
continue  to  escalate  at  an  unprecedented  rate.  I hope 


MMH  Audiology  Laboratory 

■ Complete  Audiometric  Testing 

■ Hearing  Aid  Evaluation 

■ Central  Auditory  Evaluations 

■ Hearing  Aid  Checks 

■ Swim  Ear  Molds 

H Fitted  Ear  Plugs  for  Noise 
Protection 

■ Electronystagmography 

■ Industrial  Audiology 
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we  are  not  heading  for  another  malpractice  crisis  where 
cost,  not  availability,  becomes  the  limiting  factor. 

It  has  been  an  honor,  a privilege,  and  an  education 
to  serve  the  Medical  Society  of  Delaware  during  my 
tenure  as  Vice-President. 

Leroy  B.  Buckler,  M.D. 

Vice-President 

( The  report  was  filed. ) 

REPORT  OF  THE  SECRETARY 

There  were  141  meetings  held  this  year,  including 
today’s  meeting.  Eleven  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trustees. 
All  business  transacted  by  the  Society  has  been  recorded 
in  the  minutes  as  presented  by  the  Secretary. 

During  the  past  year,  the  Society  co-sponsored  the  fol- 
lowing seminars: 

CHAMPUS  Provider  Meetings  on  July  14th  and 
15th,  1982,  in  cooperation  with  the  Association 
of  Delaware  Hospitals,  Blue  Cross/Blue  Shield 
of  South  Carolina,  USAF  Hospital-Dover. 
Malpractice  Medical-Legal  Seminar  on  October 
28,  1982,  in  cooperation  with  Aetna  Life  and 
Casualty  Company. 

In  addition,  the  Medical  Society  of  Delaware  staff  has 
monitored  numerous  meetings  involving  health  planning 
in  Delaware.  These  have  included  meetings  of  the  State- 
wide Health  Coordinating  Committee  and  the  Delaware 
Health  Council. 

1982  MEMBERSHIP 


Dues-Paying 

Dues-Exempt 

Members 

Members 

Total 

Kent 

74 

12 

86 

New  Castle 

617 

97 

714 

Sussex 

117 

18 

135 

808 

127 

935 

1981  MEMBERSHIP 

Kent 

68 

10 

78 

New  Castle 

619 

85 

704 

Sussex 

111 

15 

126 

798 

110 

908 

The  Society  has  had  96  inquiries  from  physicians 

seek- 

ing  placement  in  Delaware.  The  office  has  corresponded 
with  these  persons  and  acted  as  liaison  between  them  and 
local  physicians  seeking  associates.  Complimentary  ads 
have  been  placed  in  the  Delaware  Medical  Journal  for 
some  of  the  doctors  seeking  local  opportunities.  Phy- 
sicians seeking  associates  may  contact  the  office  of  the 
State  Society. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Secretary 

( The  report  was  filed. ) 


REPORT  OF  THE  TREASURER 

In  the  1981  Treasurer’s  report,  we  set  a goal  of  25% 
in  yearly  appreciation  in  the  Society’s  portfolio  over  the 
next  four  years.  Unfortunately,  due  to  the  nation’s  eco- 
nomic problems,  this  was  not  met.  Our  portfolio  was 
hurt  especially  in  the  energy  and  oil  related  sector,  but 
as  outlined  in  the  accompanying  report,  it  is  anticipated 
that  these  issues  will  participate  “in  another  fierce  rally.” 
Our  expectations  are  that  we  will  make  the  previously 
set  goal  in  the  ensuing  recovery. 

The  Society  maintained  an  aggressive  posture  in  guar- 
anteed money  market  funds,  Treasury  instruments,  and 
major  commercial  paper.  We  have  thus  maintained  an 
average  interest  rate  of  about  14%.  The  gross  figures  for 
fiscal  1981-1982  represented  50%  for  the  dues  structure, 
while  some  of  it  is  anticipated  for  1982-1983.  This 
source  will  be  33%.  As  discussed  in  last  year’s  report, 
the  Society’s  financial  investments  are  primarily  con- 
centrated in  the  equities  markets.  Thus,  consideration 
of  diversification  might  again  be  given  towards  the 
utilization  of  investment  in  real  estate  either  for  invest- 
ment or  membership  use. 

The  Society’s  strong  financial  picture  would  not  be 
possible  without  the  sufferance  of  the  Board  of  Trustees 
in  expenditure  limitation  and  the  Executive  Director  and 
her  staff  in  their  unstinting  support  in  economizing. 

Peter  R.  Coggins,  M.D. 

Treasurer 

( The  report  was  filed  with  the  request  that  at  some  point 
the  Medical  Society  of  Delaware  explore  other  options 
for  its  investment  portfolio. ) 

( See  Performance  Monitor  on  page  . . . ) 

TREASURER’S  REPORT 
SEPTEMBER  30,  1982 


BALANCE 

December  31,  1981,  Bank  of  Delaware  ...  $ 9,898.83 

RECEIPTS 

Dues  148,270.00 

Services  600.00 

Roster  1,575.00 

Claims  Review 3,500.00 

Dividends  and  Interest  (1981  and  1982)  66,372.00 

Miscellaneous  15.00 


TOTAL  RECEIPTS  220,332.00 

Transfer  49,500.00 

Reimbursed  1,670.15 

DISBURSEMENTS 

Employee  Benefits  7,989.17 

Salaries  65,875.61 

Employer  Tax  3,830.29 

Office  Operation 

Contribution  to  Academy  7,700.00 
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Printing,  Postage,  Stationery,  Telephone, 

Supplies  15,075.86 

Service  Contracts/Xerox  5,177.41 

Kelly  Services  186.00 

Storage  108.00 

Travel  and  Contingency 6,085.31 

Subscriptions  272.97 

Contributions/Dues  560.00 

Subscriptions  to  DMJ  for  Dues  Exempt 

Members  1,120.00 

Legal  Counsel  11,270.17 

Public  Relations  8,370.20 

Committees  and  Contingency  8,595.17 

Audit  and  Insurance  4,425.00 

Insurance  Buyers’  Council00  8,666.50 

Miscellaneous  50.00 


TOTAL  DISBURSEMENTS  155,357.66 

Transfer  for  Interest  102,000.00 

Reimbursable  3,367  24 

RESTRICTED  FUNDS 

RECEIPTS 

AMA  Dues  125,648.50 

Blood  Bank  1,653.50 

Delaware  Medical  Journal  7,845.00 

DELPAC  1,080.00 

Kent  County 3,425.00 

Sussex  County  1,100.00 

Annual  Meeting  ( 1981 ) 60.00 

Annual  Meeting: 

Exhibits  6,675.00 

Grants  2,641.38 

Payment  for  Activities  250.00 

Education  Fund  ( 1981 ) 2,500.00 

Education  Fund 3,922.50 

Medical  Benevolence  Fund  914.50 

AMA  Rebate  2,005.59 


TOTAL  RECEIPTS  159,720.97 

DISBURSEMENTS 

AMA  Dues  125,648.50 

Blood  Bank  1,556.00 

Delaware  Medical  Journal  7,360.00 

DELPAC  1,160.00 

Kent  County  2,205.00 

Annual  Meeting  ( 1981 ) 802.55 

Annual  Meeting 992.20 

Education  Fund  (1981)  2,500.00 

Education  Fund  500.00 

AMA  Rebate  (New  Castle  County)  1,575.80 


TOTAL  DISBURSEMENTS  144,300.05 

BALANCE 

September  30,  1982,  Bank  of  Delaware  . . . 13,927.00 


“Note— This  figure  includes  1982  dues  in  the  amount 
of  $22,170.00  which  were  collected  in  Decem- 
ber, 1981,  and  reflected  in  the  December  31, 
1981  Treasurer’s  Report. 

0 “Insurance  Buyers’  Council  Survey  not  included  in  1982 
Budget. 


DELAWARE 

NUCLEAR  MEDICINE,  INC. 


DIAGNOSTIC  and  THERAPEUTIC 
NUCLEAR  MEDICINE 
NUCLEAR  CARDIOLOGY 
STRESS  STUDIES 

SUITE  102,  1 PIKE  CREEK  CENTER 
WILMINGTON,  DELAWARE  19808 
(302)  999-7640 


Baynard  Optical  i 
Company 


Prescription  Opticians 


I 

♦« 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA 
3411  Si Iverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 
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MEDICAL  SOCIETY  OF  DELAWARE 


NOVEMBER  18,  1982 


COST/ 

YIELD 

UNIT 

MKT. 

PRICE 

MARKET 

INCOME 

TOTAL 

ON 

PERCENT 

QUANTITY 

SECURITY 

COST 

COST 

PRICE 

INDEX 

VALUE 

RATE 

INCOME 

MKT. 

PORTFOLIO 

500 

Interstate  Bakeries 

5,328 

10.655 

10.250 

96 

5,125 

— 

— 

— 

8.6 

500 

National  Patents  Devel. 

6,025 

12.050 

11.000 

92 

5,500 

— 

— 

— 

9.2 

1,800 

Peoples  Restaurants,  Inc. 

7,947 

4.415 

9.000 

204 

16,200 

— 

• 

— 

27.2 

500 

Raymond  Industries 

13,742 

27.484 

22.375 

82 

11,188 

.26 

130 

1.2 

18.8 

525 

SFE  Technologies 

9,920 

18.895 

19.500 

104 

10,238 

— 

— 

— 

17.2 

1,500 

Transcontinental  Energy 

27,459 

18.310 

6.250 

34 

9,375 

— 

— 

— 

15.8 

10  Calls 

Western  Co.  of  N.A.  Jan. 

10  1,537 

1.537 

.625 

41 

625 

— — 

— 

— 

1.1 

5,000 

White  River  Petroleum 

12,705 

2.540 

.250 

10 

750 

— 

— 

— 

1.3 

84,663 

59,001 

130 

.2 

99.1 

Cash  and  MLRAT 

511 

511 

8.2 

42 

.9 

Units:  3,682 

Unit  Value: 

16.16 

85,174 

59,512 

172 

100.0 

MEDICAL  SOCIETY  OF  DELAWARE 


DOW  JONES 

PERIOD 

CUMULATIVE 

UNIT 

PERIOD 

CUMULATIVE 

DATE 

IND.  AVERAGE 

CHANGE 

CHANGE 

VALUE 

CHANGE 

% CHANGE 

8/28/74 

666.61 

— 

— 

9.96 

— 

— 

12/31/74 

616.24 

(7.6) 

(7.6) 

9.93 

( .3) 

( .3) 

3/31/75 

768.15 

24.7 

15.2 

13.00 

30.9 

30.5 

6/30/75 

878.99 

14.4 

31.9 

15.40 

18.5 

54.6 

9/30/75 

793.88 

(9.7) 

19.1 

.12.99 

(15.6) 

30.4 

12/31/75 

852.41 

7.4 

27.9 

13.46 

3.6 

35.1 

3/31/76 

999.45 

17.2 

49.9 

14.65 

8.8 

47.1 

6/30/76 

1002.79 

.3 

50.4 

14.47 

( 1.2) 

45.3 

9/30/76 

990.19 

(1.3) 

48.5 

14.39 

( .6) 

44.5 

12/31/76 

1004.65 

1.5 

50.7 

14.60 

1.5 

46.6 

3/31/77 

919.13 

(8.5) 

37.9 

14.62 

.1 

46.8 

6/30/77 

916.30 

.3 

37.5 

15.86 

8.5 

59.2 

9/30/77 

847.11 

(7.6) 

27.1 

16.34 

3.0 

64.1 

12/31/77 

831.17 

(1.9) 

24.7 

16.26 

( -5) 

63.3 

3/31/78 

757.36 

(8.9) 

13.6 

15.99 

( 1.7) 

60.5 

6/30/78 

818.95 

8.1 

22.9 

17.06 

6.7 

71.3 

9/29/78 

865.82 

5.7 

29.9 

19.56 

14.7 

96.4 

12/29/78 

805.01 

(7.0) 

20.8 

16.28 

(21.3) 

54.6 

3/30/79 

862.18 

7.1 

29.3 

19.05 

17.0 

91.3 

6/29/79 

841.98 

(2.3) 

26.3 

15.64 

(17.9) 

57.0 

9/28/79 

878.67 

4.4 

31.8 

16.73 

7.0 

68.0 

12/31/79 

838.74 

(4.5) 

25.8 

17.14 

2.4 

72.1 

2/29/80 

863.14 

2.9 

29.5 

18.22 

6.3 

82.9 

3/31/80 

785.75 

(9.0) 

17.9 

14.73 

(19.2) 

47.9 

6/30/80 

867.91 

6.2 

30.2 

18.17 

15.4 

82.4 

9/30/80 

932.42 

7.4 

39.9 

23.40 

28.8 

134.9 

12/31/80 

963.99 

3.4 

44.6 

29.61 

26.5 

197.3 

3/31/81 

1003.87 

4.1 

50.6 

23.35 

(21.1) 

134.3 

6/30/81 

976.88 

(2.5) 

45.3 

22.17 

( 5.0) 

122.6 

9/30/81 

849.98 

(12.9) 

27.1 

15.98 

(28.9) 

60.4 

12/31/81 

875.00 

2.9 

31.3 

15.20 

( 4.8) 

52.6 

3/31/82 

822.77 

(6.0) 

23.4 

13.84 

( 8.9) 

40.0 

6/30/82 

811.93 

(1.3) 

21.8 

14.13 

2.1 

41.9 

9/30/82 

896.25 

10.4 

34.4 

14.49 

2.5 

44.9 

11/18/82 

1032.09 

15.2 

54.8 

16.16  11.5  62.2 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  of  Trustees  of  the  Medical  Society  of  Del- 
aware has  been  active  in  many  areas  this  past  year. 

We  started  out  the  year  by  having  a legislative  break- 
fast, which  the  Board  felt  would  be  a helpful  way  to 
keep  communication  open  between  the  Society  and  mem- 
bers of  the  General  Assembly.  It  was  felt  that  legisla- 
tors do  want  to  hear  from  the  Society  on  health  issues 
and  it  was  suggested  that  consideration  be  given  to  hold- 
ing more  frequent  meetings  with  the  legislators  and  the 
Society’s  leadership. 

The  Society  purchased  Director’s  and  Officer’s  in- 
surance for  the  Board  of  Trustees  with  an  aggregate 
limit  of  $3,000,000  for  an  annual  premium  of  $1,600 
for  a three-year  period. 

The  Board  voted  to  convey  to  the  membership,  with- 
out commenting  on  the  legality  of  such  an  action,  that 
the  Society  does  not  support  the  practice  of  charging 
interest  on  delinquent  accounts. 

The  Board  supported  a team  in  the  Talleyville  Girls’ 
Softball  League  this  past  year.  The  league  trophy,  won 
by  the  Medical  Society  of  Delaware  girls’  team,  is  on 
display  in  the  Society  office. 

Members  of  the  Society  met  this  past  year  with  Penn- 
sylvania Blue  Shield  to  discuss  problems  with  the  Medi- 
care Part  B program.  These  meetings  have  been  necessary 
since  the  program  is  now  administered  on  a regional 
basis  as  opposed  to  being  administered  by  Blue  Cross/ 
Blue  Shield  of  Delaware,  Inc.  The  Board  will  continue 
to  monitor  the  progress  of  Medicare  B under  Pennsyl- 
vania Blue  Shield. 

The  Board  of  Trustees  agreed  that  a “Stay  Well” 
program  should  be  added  as  an  option  to  the  Society’s 


Blue  Cross/Blue  Shield  Program.  In  the  “Stay  Well” 
program,  a $500  deductible  is  put  in  escrow;  any  or  all 
of  the  deductible  not  used  by  the  subscriber  would  be 
returned  as  a cash  rebate  or  credited  toward  the  next 
year’s  premium. 

Some  members  of  the  Board  attended  the  Middle 
Atlantic  States  Medical  Society  Leadership  Meeting. 
Topics  such  as  liability  insurance,  Medicaid  and  Medi- 
care, allied  health  practitioners,  and  health  planning 
were  discussed.  It  would  seem  that  problems  in  Dela- 
ware are  not  as  extreme  as  in  some  other  states. 

The  Board  was  pleased  to  welcome  Dr.  Lyman  J. 
Olsen,  newly  appointed  Director  of  the  Division  of  Public 
Health  for  the  State  of  Delaware,  to  its  May  meeting. 

The  Board  of  Trustees  approached  the  Society’s  legal 
counsel  regarding  Society  involvement  in  the  issue  of 
payment  of  fees  on  the  basis  of  procedure  or  of  specialty. 
Counsel  stated  that  the  Society  should  avoid  any  involve- 
ment in  this  area  because  of  federal  laws  prohibiting 
price-fixing. 

The  Board  approved  a contribution  to  the  recently 
instituted  alcohol  awareness  program  sponsored  by  the 
Alcoholic  Beverage  Control  Commission.  The  program 
includes  the  distribution  of  wallet-size  “Know-Your- 
Limits”  cards. 

The  Board  forwarded  to  Secretary  Schramm  its  ob- 
jections to  review  of  medical  records  of  non-Medicaid 
patients  by  the  Division  of  Social  Services  Medicaid 
Audit  Team.  The  Attorney  General’s  opinion  of  No- 
vember 18,  1981,  stated  that  such  review  is  permissible, 
but  it  is  the  contention  of  the  Society  that  the  authori- 
ties cited  by  the  Attorney  General  do  not  pertain  to  phy- 
sicians’ private  patient  records. 


David  Clayton  Carrad 

Attorney  at  Law 
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The  Board  adopted  the  Liability  Insurance  Commit- 
tee’s report  in  which  it  was  recommended  that  the  So- 
ciety drop  sponsorship  of  the  Aetna  Liability  Insurance 
Program  and,  beginning  December  1,  1982,  sponsor 
PHICO  as  the  Society’s  carrier. 

The  Board  agreed  that  the  Continuing  Medical  Educa- 
tion Program  for  physicians  which  is  presented  in  hos- 
pitals by  Jefferson  Medical  College,  Medical  Society  of 
Delaware,  and  the  University  of  Delaware  should  be 
continued  since  the  Society  requires  Continued  Medical 
Education  for  its  members.  Further,  the  Board  agreed 
that  consideration  should  be  given  to  the  implications 
of  eliminating  the  involvement  of  the  University  of  Del- 
aware. 

The  Board  has  spent  considerable  time  dealing  with 
the  topic  of  paraprofessionals  over  the  past  year  and  will 
be  faced  with  the  same  issue  in  the  coming  year. 

Anne  Shane  Bader 
Executive  Director 

(The  report  was  filed  and  the  Board  of  Trustees  com- 
mended for  its  tireless  dedication  to  activities  during  the 
past  year. ) 

THE  AMA  DELEGATE 

1981  INTERIM  MEETING 

The  meeting  was  held  December  6-9  in  Las  Vegas. 

The  Medical  Society  of  Delaware  was  represented  by 
its  Delegate,  Roger  B.  Thomas,  Jr.,  M.D.,  and  its  Al- 
ternate Delegate,  Rhoslyn  J.  Bishoff,  M.D.  This  report 
will  review  major  items  of  business  which  were  trans- 
acted during  that  meeting,  along  with  lesser  items  which 
have  particular  relevance  to  our  state;  more  fully  detailed 
information  is  contained  in  the  American  Medical  News, 
dated  December  18,  1981. 

The  House  pf  Delegates  again  spent  considerable  ef- 
fort dealing  with  the  problems  of  finances  and  mem- 
bership of  the  organization.  Delegates  referred  to  the 
Board  for  report  back  at  the  1982  Annual  Meeting  four 
topics  relating  to  membership.  These  included  calls  for 
dues  reductions  or  other  incentives  for  unified  states;  a 
study  of  the  relationship  of  the  AMA  to  hospital  medical 
staff;  removal  of  all  unnecessary  delays  in  the  enrollment 
of  new  members  and  in  the  provision  of  member  bene- 
fits; and  dues  exemption  for  physicians  who  are  retired 
and/or  over  65.  In  addition,  after  a two-year  mora- 
torium, the  House  of  Delegates  permitted  six  additional 
specialty  societies  to  join  this  policy-making  body,  and 
asked  the  Board  of  Trustees  to  determine  the  advisa- 
bilty  of  expanding  such  representation.  An  additional 
issue  was  the  request  by  the  Medical  Student  section 
and  the  Resident  Physicians  section  that  each  have  a 
non-voting  representative  on  the  Board  of  Trustees.  These 
sections  wanted  freedom  to  attend  all  meetings  of  the 
Board,  but  were  offered  the  opportunity  to  attend  meet- 
ings on  invitation  of  the  Board.  The  House  of  Delegates 


felt  they  should  be  denied  access  to  executive  meetings, 
which  are  limited  to  voting  trustees  and  general  officers 
of  the  association.  A number  of  problems  exist,  dealing 
with  fiduciary  and  legal  responsibilities  of  Board  mem- 
bers, which  are  not  felt  appropriate  to  spread  among 
non-voting  Board  members. 

A statement  by  six  national  organizations  encouraging 
the  development  of  health  care  coalitions  was  endorsed 
by  the  House  of  Delegates.  This  statement  calls  for 
members  or  affiliates  to  work  together  in  voluntary  coali- 
tions on  a local,  state,  or  regional  basis;  the  affected 
groups  are  the  AMA,  the  American  Hospital  Association, 
Blue  Cross  and  Blue  Shield  Associations,  the  Business 
Round  Table,  the  Health  Insurances  Association  of 
America,  and  the  AFL-CIO.  The  AMA’s  interest  in  this 
is  to  see  that  primary  emphasis  is  given  to  quality  medi- 
cal care,  including  availability  and  access,  as  well  as 
recognizing  the  importance  of  cost  effectiveness  and  cost 
containment.  The  action  followed  efforts  begun  in  1978 
by  the  AMA  to  establish  contact  at  the  national  and  local 
level  between  physicians  and  business  and  industry  groups. 
In  the  last  two  years,  AMA  officials  have  met  with  officers 
of  94  large  national  corporations  to  discuss  health  care 
problems.  So  far,  25  state  and  county  medical  societies 
have  established  coalitions  assisted  by  the  AMA’s  Depart- 
ment of  Medicine  and  Business  Relations. 

In  directing  the  Board  and  the  Councils  on  Medical 
Service  and  Legislation  to  continue  surveillance  on  “pro- 
competition consumer  choice’’  National  Health  Insurance 
proposals,  the  delegates  defined  the  objective  as  “pre- 
serving accessibility  of  high-quality  health  care  to  Ameri- 
cans within  the  current  systems  of  health  care  delivery,’’ 
and  defined  the  framework  as  working  within  the  six 
principles  approved  at  last  June’s  annual  meeting.  Those 
principles  include:  multiple  choice  of  plans,  minimum 
benefits,  equal  contributions  from  employer  and  em- 
ployee, non-taxable  rebates  to  employees,  a maximum 
contribution  limitation,  and  provisions  to  disqualify  non- 
complying employer  plans.  The  House’s  action  renewed 
the  AMA’s  strong  concern  that  such  legislation  must  be 
closely  monitored  to  assure  that  the  final  consequences 
are  not  unappealing. 

On  a related  matter,  the  delegates  adopted  a Council 
on  Medical  Service  report  on  the  cost  of  care  in  HMOs. 
This  report  stated  that  an  absolute,  direct-cost  comparison 
between  HMOs  and  traditional  health  care  settings  can- 
not be  made.  In  accepting  the  Council’s  current  report, 
the  delegates  asked  the  Council  to  study  the  issue  of  how 
apparent  HMO  cost  savings  might  affect  the  total  cost 
of  health  care  to  the  community.  In  a related  action, 
the  House  reiterated  its  opposition  to  the  use  of  federal 
tax  funds  for  the  solicitation  of  patien;:  > by  HMOs.  After 
Reference  Committee  testimony  indicating  problems  with 
the  wording  of  the  Federal  Government’s  notices  to 
Medicare  beneficiaries  about  HMOs,  the  delegates  asked 
the  Council  on  Medical  Service  to  re-examine  the  word- 
ing on  these  notices  for  accuracy  and  completeness.  It 
should  be  noted  that  the  Council’s  report  on  the  status 
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of  HMOs  in  the  United  States  revealed  that  there  are 
over  10  million  Americans  participating  in  such  health 
care  groups,  and  that  the  membership  in  such  groups 
has  increased  nearly  40  percent  since  the  Summer  of 
1978.  As  of  June  1981,  there  were  more  than  250  such 
plans  in  operation  throughout  the  country. 

A set  of  principles  for  voluntary  medical  peer  review 
was  adopted  by  the  House  of  Delegates.  The  principles 
are  numerous,  but  emphasize  that  peer  review  is  a lo- 
cal process,  and  that  physicians  are  ultimately  responsible 
for  all  peer  review  of  medical  care.  They  further  empha- 
size that  the  physicians  involved  in  peer  review  should 
be  representatives  from  the  medical  community,  and  that 
participation  in  such  review  must  be  structured  to  maxi- 
mize involvement  of  the  medical  community,  with  provi- 
sion for  consideration  of  the  views  of  individual  physicians, 
groups  of  physicians,  or  institutions  which  are  under 
review.  Additional  principles  are  stated  in  the  full  re- 
port, to  which  the  interested  reader  is  referred. 

Competition  between  hospitals  and  physicians  became 
a much  debated  issue  at  this  meeting.  A series  of  reso- 
lutions and  reports  were  discussed,  relating  to  the  estab- 
lishment of  emergency  care  centers  and  satellite  centers, 
many  of  which  are  sponsored  by  hospitals  through  spe- 
cially formed  hospital  foundations.  Frank  Rogers,  M.D., 
from  California,  put  it  bluntly:  “There  are  too  many 
doctors,  too  few  patients,  and  inadequate  hospital  reim- 
bursement by  government.”  AMA  Board  Chairman, 
Joseph  Boyle,  M.D.,  addressed  the  problem:  “These  re- 
ports and  resolutions  asked  the  AMA  to  negotiate  with 
the  American  Hospital  Association  to  mitigate  some  of 
these  difficulties.”  The  Reference  Committee  met  in 
executive  session  with  the  chairman  of  the  Task  Force 
on  Freestanding  Emergency  Centers  of  the  Commission 
on  Emergency  Medical  Services,  who  described  the  ef- 
forts of  the  Task  Force  to  differentiate  a true  freestand- 
ing emergency  center  from  a freestanding  center  which 
might  be  equivalent  to  a physician’s  office  operating 
without  appointments.  In  view  of  these  ongoing  studies, 
the  Reference  Committee  felt  it  was  appropriate  to  defer 
action  until  the  Task  Force  had  an  opportunity  to  submit 
its  report  to  the  Commission  and  the  Board  of  Trustees 


for  action  and  consideration  by  the  House  at  the  1982 
Annual  Meeting.  In  summary,  this  is  a potential  area 
of  major  conflict  between  hospitals  and  physicians  which 
is  difficult  for  the  AMA  to  address.  The  Reference  Com- 
mittee understands  the  basis  for  these  problems,  but  has 
grave  concerns  over  the  absence  of  medical  staff  input 
shaping  the  direction  of  these  tax-free  foundations.  It 
is  recognized  that  these  foundations  have  a sound  legal 
basis  for  their  formation  and  that  little  can  be  done  to 
stifle  their  development,  should  the  medical  staff  be  so 
inclined.  The  entire  series  of  resolutions  and  reports 
was  referred  to  the  Board  of  Trustees  for  continuing 
study. 

A report  on  preliminary  recommendations  of  the  Na- 
tional Commission  on  Nursing  was  approved  by  the  dele- 
gates. This  report  notes  that  there  is  a nursing  shortage 
in  the  United  States,  and  testimony  was  given  as  to  the 
many  reasons  for  this  shortage.  The  House  directed  the 
Board  of  Trustees  to  commend  this  report  to  state  and 
county  societies,  and  to  ask  them  to  study,  comment, 
and  review  it. 

A series  of  reports  on  scientific  subjects  was  a high- 
light of  this  Interim  Meeting.  In  adopting  these  reports 
from  the  Council  on  Scientific  Affairs,  the  House  called 
for  action  by  the  organization  in  a number  of  areas. 
These  include  the  development  of  an  AMA  leadership 
role  in  educating  medical  students  and  physicians  on 
current  knowledge  concerning  homosexuality,  and  the 
diseases  for  which  homosexuals  are  at  risk.  Another 
area  emphasized  was  research  and  studies  to  identify  more 
accurate  diagnostic  criteria  for  anxiety  and  depression, 
so  that  more  uniform  prescribing  may  follow.  Another 
report  concerned  the  safety  and  efficacy  of  dimethylsulf- 
oxide  (DMSO).  The  relationship  of  adequate  genetic 
counseling  to  prenatal  screening  programs  was  stressed, 
and  the  AMA  was  directed  to  advise  the  federal  govern- 
ment of  issues  associated  with  these  problems.  Another 
report  dealt  with  the  use  of  estrogen  during  the  meno- 
pause, and  reviewed  the  current  state  of  acceptable 
practice  in  this  regard.  Finally,  support  for  continued 
studies  of  persons  exposed  to  Agent  Orange  was  voiced, 
and  the  AMA  was  directed  to  alert  physicians  through  its 
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publications  to  the  signs  of  chloracne  and  possible  signs 
and  adverse  effects  of  exposure  to  Agent  Orange  and  its 
associated  contaminates. 

The  House  adopted  Judicial  Council  Report  A on 
the  advantages  and  disadvantages  of  charging  interest 
on  delinquent  accounts.  The  current  position  is  per- 
missive in  that  physicians  may  ethically  charge  interest 
on  such  accounts.  The  current  ethical  opinion  is  that 
the  charging  of  interest  on  past  due  accounts  is  a busi- 
ness decision  rather  than  a medical-ethical  consideration. 
However,  physicians  should  be  warned  that  this  prac- 
tice involves  close  adherence  to  federal  and  local  guide- 
lines concerning  disclosure;  physicians  planning  to  im- 
plement such  a practice  would  be  well  advised  to  obtain 
full  information  on  this  matter  from  their  state  medical 
society  or  the  AM  A,  in  either  case  referring  to  the  re- 
ports from  the  Judicial  Council. 

The  House  of  Delegates  was  addressed  by  the  Presi- 
dent of  the  AMA-Education  and  Research  Foundation 
(ERF),  George  Mills,  M.D.  Dr.  Mills  described  how 
the  growing  cost  of  operating  medical  schools  and  the 
simultaneous  reduction  in  government  support  for  both 
students  and  schools  have  precipitated  a crisis  situation. 
In  a related  development,  the  Section  on  Medical  Schools 
was  addressed  by  Mrs.  Harry  Dvorsky,  the  President  of 
the  American  Medical  Association  Auxiliary.  She  stated 
that  the  Auxiliary  wanted  feedback  from  the  medical 
schools  about  how  they  were  using  ERF  funds,  a large 
portion  of  which  are  raised  by  physicians’  spouses.  “We 
frequently  are  asked  where  AMA-ERF  funds  go  when 
they  reach  the  medical  schools,”  she  said.  “The  Auxiliary 
understands  the  value  of  medical  schools  having  unre- 
stricted funds,  but  our  members  still  want  to  know  the 
specific  programs  that  benefit.”  In  the  last  30  years, 
the  Auxiliary  has  helped  to  raise  $33  million  for  medical 
schools  and  students  ($1.7  million  last  year  alone)  by 
holding  raffles,  dinner  parties,  auctions,  selling  T-shirts, 
Christmas  cards,  jewelry,  and  other  activities.  About 
two-thirds  of  ERF’s  income  is  from  physicians  and 
Auxiliary  members. 

There  was  considerable  heavy  and  emotional  debate 
about  the  role  of  the  organized  medical  community  in 
supporting  our  military  in  connection  with  nuclear  war- 
fare. One  of  the  results  of  these  discussions  is  that  the 
AM  A will  inform  the  President  and  Congress  that  there 
is  no  adequate  medical  response  to  a nuclear  attack. 
On  the  other  hand,  the  House  of  Delegates  endorsed  a 
Board  of  Trustees  report  which  rejected  the  position  held 
by  some  medical  institutions  that  participation  in  plan- 
ing for  casualty  management  shows  approval  for  the  plan- 
ning of  a nuclear  war.  The  House  resolved  to  cooperate 
with  responsible  authorities  in  dealing  with  those  mat- 
ters having  to  do  with  health  and  medical  care  in  the 
event  of  national  emergencies  including  those  associated 
with  military  activity.  They  further  resolved  not  to 
become  further  involved  in  political  issues  outside  of 
AMA  professional  expertise,  such  as  national  defense 
and  the  politics  of  nuclear  war  preparedness. 


Many  other  actions  were  taken  by  the  House  of  Dele- 
gates which  are  beyond  the  scope  of  this  report.  A 
simple  listing  of  some  of  them  seems  worthwhile,  to 
indicate  the  depth  and  breadth  of  action  by  the  House 
of  Delegates.  For  example,  the  House  endorsed  model 
legislation  to  ban  the  manufacture,  sale,  and  distribution 
of  imitation  controlled  substances,  commonly  known  as 
“look-alike”  drugs.  A Board  report  was  approved  indi- 
cating continued  review  of  legislation  that  would  provide 
income  tax  credits  for  the  purchase  of  health  insurance. 
The  Board  of  Trustees  was  directed  to  continue  monitor- 
ing the  development  of  regulations  that  cover  the  reim- 
bursement for  physicians  in  teaching  hospitals  with  large 
Medicaid  teaching  loads.  There  was  opposition  to 
proficiency-testing  programs  by  HHS  to  determine  the 
qualifications  of  clinical  laboratory  and  other  health  care 
personnel. 

Legislation  was  supported  to  delete  the  three-day  prior 
hospitalization  requirement  for  providing  extended  care 
facility  benefits  under  Medicare.  Federal  intervention 
into  physicians  prescribing  practices  was  opposed.  A 
report  was  adopted  defining  clinical  privileges  for  phy- 
sicians with  newly  acquired  skills.  Medical  staff  were 
encouraged  to  review  the  JCAH  radiation  accident  con- 
tingency plans.  Medical  students  were  approved  as 
delegates  from  state  medical  societies  who  might  wish 
to  send  them  as  one  of  their  assigned  delegates.  The 
House  called  for  dissemination  of  a joint  AMA-American 
Bar  Association  statement  on  interprofessional  relations 
for  physicians  and  attorneys.  The  House  warned  of  the 
potential  misuse  of  the  tentative  findings  of  the  Gradu- 
ate Medical  Education  National  Advisory  Committee 
(GMENAC).  The  House  urged  state  licensing  authori- 
ties to  continue  to  recognize  the  National  Board  of 
Medical  Examiners  certificate  for  the  purposes  of  medical 
licensure,  and  support  a single  Federation  Licensing 
Examination  instead  of  the  proposed  FLEX  I-FLEX  II 
concept.  A series  of  steps  were  recommended  for  the 
AMA  to  assure  that  financial  aid  will  be  available  for 
medical  students.  The  Armed  Forces  Health  Professions 
Scholarship  Program  and  the  Uniformed  Services  Uni- 
versity of  Health  Sciences  were  supported  in  their  de- 
velopment of  a special  cadre  of  military  medical  officers 
necessary  to  meet  national  defense  requirements.  The 
House  rejected  a resolution  to  oppose  efforts  to  downgrade 
non-baccalaureate  nurse  training  programs. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 

( The  report  was  filed. ) 

1982  ANNUAL  MEETING 

The  1982  annual  meeting  of  the  AMA  House  of 
Delegates  was  held  June  13-17,  1982,  in  Chicago.  The 
Medical  Society  of  Delaware  was  represented  by  its 
President,  Rafael  A.  Zaragoza,  M.D.;  its  Delegate,  Roger 
B.  Thomas,  Jr.,  M.D.;  and  its  Alternate  Delegate,  Rhoslyn 
J.  Bishoff,  M.D.  This  report  will  review  major  items  of 
business  which  were  transacted  during  that  meeting, 
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along  with  lesser  items  which  have  particular  relevance 
to  our  state.  More  fully  detailed  information  is  con- 
tained in  the  AMA  News,  dated  June  25/July  2,  1982. 

William  Y.  Rial,  M.D.,  a solo  family  practitioner  from 
Swarthmore,  Pennsylvania,  was  installed  as  President  of 
the  AMA  during  this  meeting.  We  are  fortunate  to  have 
Dr.  Rial  as  our  President,  and  can  expect  that  he  will 
have  an  acute  awareness  of  many  problems  shared  by 
physicians  in  this  part  of  the  country.  Frank  J.  Jirka, 
Jr.,  M.D.,  a urologist  from  Illinois,  was  chosen  President- 
elect during  this  meeting.  He  defeated  Lowell  H.  Steen, 
M.D.,  from  Indiana,  an  AMA  Board  of  Trustees  member 
who  had  visited  us  here  in  Delaware  at  our  State  Society 
annual  meeting. 

The  House  of  Delegates  was  comprised  of  305  phy- 
sicians; 236  represented  state  medical  associations,  61 
represented  national  specialty  societies,  and  8 represented 
Sections  and  the  uniformed  services. 

After  considerable  debate,  the  Delegates  supported 
the  Board’s  proposal  to  develop  an  ambitious  plan 
of  national  health  priorities.  This  plan  is  expected 
to  involve  the  entire  spectrum  of  private  medicine, 
establishing  priorities  for  how  medicine  will  be  practiced 
and  reimbursed  for  the  rest  of  this  century.  The  policy 
will  be  developed  over  two  years,  and  will  involve  par- 
ticipation by  business,  labor,  and  insurance  organizations 
as  well  as  medical  professional  groups.  The  cost  of  this 
plan  to  the  AMA  is  expected  to  be  approximately  1.5 
million  dollars.  It  should  be  noted  that  the  plan  pro- 
posed at  this  time  does  not  include  an  independent  body 
that  could  make  its  own  pronouncements.  The  basic 
principles  and  health  policy  developed  will  be  reviewed 
by  the  AMA  Councils,  the  Board,  and  the  AMA  House 
of  Delegates. 

A legislative  topic  of  current  concern— the  AMA’s 
fight  in  Congress  to  limit  the  Federal  Trade  Commission’s 
asserted  jurisdiction  over  the  professions— was  handled 
readily,  in  view  of  the  solidarity  of  opinion  against  the 
intrusion  into  the  practice  of  medicine.  The  House 
adopted  two  reports  and  three  resolutions  calling  for 
continued  strong  support  for  federal  legislation  pertain- 
ing to  FTC  jurisdiction.  Current  congressional  legisla- 
tion proposals  would  re-organize  the  FTC,  and  amend  it 
to  specify  that  it  has  no  jurisdiction  over  the  professions, 
and  prohibit  its  pre-emption  of  state  law.  Other  proposals 
would  place  a moratorium  on  FTC  activities  regarding 
state-regulated  professions  and  professional  associations. 

The  House  of  Delegates  voted  to  move  ahead  with 
plans  to  provide  hospital  medical  staffs  a voice  in  the 
House  of  Delegates,  and  mechanisms  for  implementing 
this  are  to  be  submitted  at  the  interim  meeting  in  Decem- 
ber. In  a related  transaction,  the  Delegates  voted  a $30 
increase  in  annual  AMA  dues,  to  maintain  the  current 
financial  solvency  of  the  association.  This  increase  in 
regular  dues  was  recommended  in  1981  as  part  of  a 
three-stage  boost  in  the  dues  structure,  and  the  current 
increase  brings  the  annual  dues  for  regular  members  to 


$315.  Dues  were  raised  proportionately  for  other  mem- 
bership categories  except  for  medical  students,  whose 
dues  were  unchanged.  The  Reference  Committee  noted 
that  there  were  difficult  economic  conditions  throughout 
the  country,  but  that  the  work  of  the  Association  is 
important  and  can  only  continue  successfully  from  a 
firm  financial  position.  They  also  noted  that  there  had 
been  no  decrease  in  membership  last  year,  when  the 
dues  were  raised  in  the  first  of  these  planned  increments. 

A far-reaching  policy  statement,  “Future  Directions 
in  Medical  Education,”  was  approved  by  the  Delegates. 
The  basic  premise  in  this  document  was  that  physicians 
should  be  educated  broadly  if  medicine  is  to  continue 
to  be  a highly  respected  profession.  This  comprehensive 
report  contained  36  recommendations,  and  is  the  result 
of  a two-year  effort  involving  six  task  forces  in  the 
Council  on  Medical  Education.  Tucked  in  the  44-page 
report  was  the  call  for  a “broad  year  of  general  training” 
in  PGY  I,  including  at  least  four  months  of  training 
outside  a chosen  specialty.  This  particular  portion  of 
the  report  generated  much  controversy  and  debate,  and 
resulted  in  several  compromise  proposals  that  would  be 
acceptable  to  the  Section  on  Medical  Schools  and  in- 
ternal medicine  groups.  However,  these  compromises 
did  not  carry,  and  the  original  language  of  the  report, 
stated  above,  was  passed  overwhelmingly  by  the  House. 
Other  topics  covered  in  this  report  included  the  emphasis 
on  generalism  versus  specialism;  preparation  for  and  ad- 
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mission  to  medical  school;  continuing  medical  education; 
and  licensure  for  the  practice  of  medicine. 

In  another  matter  of  considerable  interest  with  respect 
to  current  federal  legislation,  the  AMA  charged  that 
legislation  currently  before  Congress  to  change  tax 
treatment  of  pension  plans  is  highly  discriminatory  toward 
professional  service  corporations.  The  House  voted  that 
the  AMA  should  continue  to  support  equity  in  pension 
plans  and  should  actively  oppose  enactment  of  H.R. 
6410,  the  pension  equity  tax  act  of  1982,  in  its  form  as 
introduced,  because  of  its  major  discriminatory  provisions. 
In  opposing  this  legislation,  the  AMA  joined  the  Ameri- 
can Bar  Association,  the  National  Association  of  Manu- 
facturers, the  National  Small  Business  Administration, 
and  the  Chamber  of  Commerce  of  the  United  States. 
In  a similar  tax-related  matter,  the  House  of  Delegates 
affirmed  the  right  of  physicians  who  work  primarily  at 
hospitals  to  still  consider  themselves  independent  con- 
tractors rather  than  employees.  The  IRS  is  threatening 
that  right  for  emergency  physicians  and  other  specialists, 
and  the  House  of  Delegates  hopes  to  give  these  doctors 
some  support  by  accepting  a definition  of  independent 
contractor  as  proposed  by  the  Board  of  Trustees  of  the 
AMA. 

In  a two-part  substitute  resolution,  the  House  of  Dele- 


gates voted  that  the  AMA  continue  to  urge  the  Presi- 
dent and  the  Congress  to  maintain  the  eligibility  of 
medical  students  to  participate  in  the  guaranteed  student 
loan  program  and  that  the  AMA  continue  to  urge  the 
President  and  the  Congress  to  fund  direct  student  loan 
programs  available  to  medical  students  in  amounts  which 
are  equal  to  or  greater  than  those  of  fiscal  year  1982 
for  all  such  programs. 

In  a similar  education-related  matter,  the  House 
adopted  a resolution  which  calls  on  State  Boards  to 
license  only  graduates  of  U.S.  and  Canadian  schools 
which  have  been  accredited  by  the  Liaison  Committee 
on  Medical  Education.  This  makes  the  AMA  almost 
as  hostile  to  the  Mexican  and  Caribbean  schools  that 
take  U.S.  students  as  the  Association  of  American  Medi- 
cal Colleges.  Many  Delegates  seemed  to  feel  that  the 
concern  was  an  overflow  of  physicians  already  causing 
uncomfortable  competition,  while  others  felt  it  was  a 
matter  of  quality  education.  The  current  position 
jeopardizes  the  Fifth  Pathway  and  other  AMA  attempts 
to  ensure  the  competence  of  returning  foreign  medical 
graduates.  Earlier,  the  House  had  accepted  a report 
that  rejected  as  unfeasible  any  efforts  by  the  AMA  to 
evaluate  and  accredit  foreign  medical  schools.  This 
action  dismayed  Delegates  from  Illinois  and  New  York, 
where  state  authorities  are  making  such  attempts. 
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The  designation  of  areas  of  medical  need  was  the 
subject  of  a resolution  passed  by  the  House,  in  which 
the  AMA  was  directed  to  ask  that  the  federal  govern- 
ment consolidate  the  designation  process  of  identifying 
areas  of  medical  need,  and  coordinate  these  processes 
with  state  agencies  to  obviate  duplicative  activities.  In 
addition,  the  AMA  was  directed  to  ask  for  state  and 
local  medical  society  approval  of  designated  under- 
served areas,  and  to  continue  the  rules  requiring  auto- 
matic cessation  of  federal  subsidies  when  manpower 
guidelines  are  met. 

Of  interest  locally,  in  view  of  Delaware’s  recent  legis- 
lation concerning  mandatory  passive  restraints  in  auto- 
mobiles for  children,  the  Delegates  called  for  AMA- 
supported  legislation  requiring  passive  restraints— such 
as  car  seats— to  be  used  for  children  and  infants.  In 
addition,  the  House  adopted  a resolution  urging  the 
support  of  mandatory  seatbelt  laws.  The  mandatory 
use  of  seatbelts  has  been  proved  effective  in  several 
studies.  A study  in  Sweden  of  28,000  automobile  acci- 
dents showed  that  no  fatalities  occurred  when  seatbelts 
were  used  in  accidents  that  occurred  at  a speed  of  60 
mph  or  less. 

The  House  approved  a policy  stating  that  the  AMA 
encourages  employers  who  provide  or  arrange  for  special 
or  comprehensive  medical  examinations  of  their  em- 
ployees to  be  responsible  for  assuring  that  these  exami- 
nations are  done  by  competent  physicians.  Whenever 
practical,  the  employee  should  be  referred  to  his  or  her 
personal  physician  for  such  services.  In  instances  where 
the  employee  does  not  have  a personal  physician,  efforts 
should  be  made  to  assist  him  or  her  in  obtaining  one, 
with  emphasis  on  continuity  of  care. 

The  House  considered  a number  of  reports  from  the 
AMA  Council  on  Scientific  Affairs,  covering  such  matters 
as  medical  evaluations  of  healthy  persons,  sodium  in 
processed  foods,  continuous  ambulatory  peritoneal  di- 
alysis, infant  formula  marketing,  and  other  matters. 

There  were  many  other  items  of  business  conducted 
by  the  House,  with  reports  adopted,  positions  taken,  and 
items  referred  for  further  study.  The  interested  physician 
or  other  reader  is  referred  to  the  AMA  News  of  June 
25/July  2,  p982,  for  further  detail  in  these  areas,  which 
are  too  lengthy  and  involved  to  review  in  a report  of 
this  type. 

Roger  B.  Thomas,  Jr.,  M.D. 

Delegate 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  had  four  meetings 
in  1982. 

The  first  meeting  in  February,  1982,  was  a joint  dis- 
cussion between  Kent  County  physicians  and  25  pharma- 
cists concerning  joint  problems  between  the  pharmaceu- 


tical and  the  medical  professions,  and  ways  in  which  a 
greater  degree  of  cooperation  could  be  achieved  to  bene- 
fit patient  care. 

The  second  meeting  was  held  in  May,  1982,  and 
presentations  were  made  by  four  representatives  of  Del- 
aware Blue  Cross  and  Blue  Shield.  Major  topics  of 
discussion  at  this  meeting  were:  annual  fee  limitations, 
removal  of  Medicare  Part  B to  Pennsylvania,  mandatory 
second  surgical  opinions,  and  endeavors  of  Delaware 
Blue  Cross  and  Blue  Shield  with  a health  maintenance 
organization. 

The  third  meeting  of  the  year  was  held  in  August, 
1982,  at  which  time  a presentation  on  sinusitis  was  made 
General  Foods  plant  in  Dover.  Medical  and  Executive 
Directors  of  General  Foods  addressed  the  Society  on 
important  aspects  of  occupational  medicine  and  their 
concerns  about  containing  health  care  costs  of  General 
Foods’  employees. 

The  final  meeting  of  the  year  was  held  in  November, 
1982,  at  which  time  a presentation  on  sinusitis  was  made 
by  Dr.  Louis  Lowry,  Chairman  of  the  Department  of 
Otolaryngology  at  Thomas  Jefferson  University. 

Eight  new  members  were  inducted  into  the  society 
in  1982. 

The  Professional  Conduct  Committee,  chaired  by  Dr. 
Venerando  J.  Maximo,  served  as  the  Society’s  instrument 
for  peer  review.  Only  a few  complaints  of  a minor 
nature  were  brought  against  Kent  County  physicians 
during  the  year,  and  these  were  settled  without  the 
necessity  of  review  by  this  committee. 

William  R.  Mast,  M.D. 

President 

( The  report  was  filed. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

New  Castle  County  Medical  Society  held  three  general 
membership  meetings  and  one  special  membership  meet- 
ing within  this  past  year.  Speakers  included  Senator 
William  B.  Roth  (Topic:  “The  Productivity  Dilemma— 
If  Japan  Can  Do  It,  Why  Can’t  We?”)  and  Dr.  Klaus 
P.  Rentrop  (Topic:  “Thrombolytic  Therapy  in  Acute 
Myocardial  Infarction”). 

A special  Membership  Meeting  was  held  in  April  with 
representatives  from  Blue  Cross  and  Blue  Shield  of  Del- 
aware. They  were:  Mr.  Robert  Cole,  Mr.  David  Krig- 
stein,  and  Mr.  Michael  Ireland. 

The  Board  of  Directors  held  regular  monthly  meetings 
to  discuss  topics  of  concern  to  our  medical  community 
and  the  community  at  large.  Some  of  the  items  dis- 
cussed were: 

1.  Availability  of  adequate  medical  and  surgical  beds 
in  our  community.  An  Ad-Hoc  Committee  was 
formed  to  investigate  this;  a report  was  received  in 
December  1981. 
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2.  The  effect  of  Plan  Omega  on  the  practicing  phy- 
sicians in  the  community.  Representatives  of  The 
Wilmington  Medical  Center  were  invited  to  attend 
this  meeting. 

3.  The  second  opinion  program  for  the  Chrysler  em- 
ployees. 

4.  The  operations  and  proposed  changes  concerning 
the  Medical-Dental  Bureau. 

5.  The  Medicaid  fraud  unit  investigations. 

6.  The  interaction  between  physicians  and  paramedics 
when  both  are  on  the  scene.  A special  committee 
was  formed  to  help  resolve  problems  which  had 
been  brought  to  the  attention  of  the  Society. 

Regular  meetings  were  held  by  the  committees  of  the 
New  Castle  County  Medical  Society.  The  Peer  Review 
Committee,  chaired  by  Dr.  Gustave  Berger,  and  the  Pro- 
fessional Conduct  Committee,  chaired  by  Dr.  Richard 
Winkelmayer,  were  particularly  active.  The  Judicial  Board 
held  four  meetings  to  interview  prospective  Society  Mem- 
bers. Twenty-four  new  members  were  inducted  into  our 
Society  in  the  past  year. 

I.  Favel  Chavin,  M.D. 

President 

( The  report  was  filed  with  a note  of  acknowledgement 
for  the  vast  and  significant  contribution  made  by  Dr. 
Eugene  Syrovatka  to  the  New  Castle  County  Medical 
Society  during  his  many  years  of  service  with  the  Society 
and,  secondly,  for  the  monthly  press  conferences  held 
by  the  New  Castle  County  Medical  Society  and  the  ap- 
parent success  of  these  conferences  in  increasing  public 
awareness  and  press  awareness  of  the  activities  of  the 
New  Castle  County  Medical  Society. ) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  has  had  good 
participation  at  our  meetings  in  the  past  year. 

The  Sussex  County  Medical  Society,  in  cooperation 
with  the  State  Society,  has  continued  its  participation 
in  a radio  program  on  station  WJWL  in  Georgetown. 
The  program,  which  airs  from  9:35-10:00  a.m.  on  the 
first  Friday  of  each  month,  is  entitled,  “First  Friday." 
The  program  presents  medical  information  to  the  public- 
on  a topic  which  is  determined  by  the  guest  physician. 
The  program  has  been  successful  and  has  had  a positive 
response  from  participating  members. 

Peer  Review  is  being  done  in  Sussex  County  by  Dr. 
Martin  J.  Cosgrove  in  the  Seaford  area,  by  Dr.  Edward 
F.  Quinn,  III,  at  Milford  Hospital,  and  by  me  in  the 
Lewes  area. 

Present  membership  in  the  Sussex  County  Medical 
Society  includes  117  regular  members  and  18  dues 
exempt  members,  for  a total  of  135  members. 

William  A.  Meyer,  M.D. 

President 

( The  report  was  filed. ) 


REPORT  OF  THE  PRESIDENT  OF  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

With  over  600  physicians  as  members,  the  Delaware 
Academy  of  Medicine  has  continued  to  be  an  important 
focal  point  for  educational  activities.  Active  areas  include 
the  Library,  the  Student  Loan  Program,  Tel-Med  and  the 
Auditorium  and  conference  facilities. 

The  Library  continues  to  have  heavy  demands  placed 
on  it  by  its  medical  and  dentail  members,  area  libraries, 
and  the  public.  The  Library  is  one  of  three  online 
centers  in  Delaware  with  direct  access  to  the  computer 
at  the  National  Library  of  Medicine.  Since  1979,  through 
the  Delaware  Library  Consortium,  online  computer  ser- 
vice has  been  available  for  location  and  inter-library 
loans  of  books  and  journals.  The  Consortium  is  a non- 
profit organization  of  over  2,000  libraries  with  a data 
base  of  over  6 million  records. 

An  exciting  program  initiated  this  year  is  the  Circuit- 
Riding  Medical  Librarian  program  instituted  in  Kent 
General  and  Milford  Hospitals.  Through  this  new  pro- 
gram, a medical  librarian  visits  each  participating  hospital 
one  day  a week  to  determine  technical  information  needs, 
obtains  that  information,  and  delivers  it  to  the  hospital. 
The  cost  of  this  program  is  being  funded  by  two  local 
foundations  for  the  first  year.  It  is  expected  that  the 
participating  institutions  will  cover  the  expenses  in  the 
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Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors 

• Transtelephomc  Monitoring 


MAIN  OFFICE 
1303  Delaware  Avenue 
Suite  1 12 

Wilmington.  DE  19806 
654-0764 


SATELLITE  OFFICE 
1 Pike  Creek  Center 
Suite  100 

Wilmington.  DE  19808 
999-1318 


60 


Del  Med  Jrl,  Jan  1983— Vol  55,  No  1 


Proceedings  of  the  House  of  Delegates,  1982 


future.  The  Circuit-Riding  Medical  Librarian  program  is 
a cost-effective  way  to  bring  the  resources  of  the  Acad- 
emy’s Library  to  the  physician  in  the  downstate  com- 
munities. This  is  an  additional  service,  since  the  down- 
state  physicians  who  are  members  of  the  Academy  still 
have  full  use  of  the  Academy’s  facilities. 

In  March  of  1982,  the  second  anniversary  of  the  Tel- 
Med  service  was  observed.  The  Academy’s  Tel-Med 
program  continues  to  be  one  of  the  most  successful  pro- 
grams in  the  country,  averaging  over  11,000  calls  per 
month.  There  are  now  266  tapes  available;  137  are 
being  sponsored  by  39  different  health-related  agencies. 
The  complete  listing  of  the  available  tapes  is  in  the  blue 
pages  of  the  telephone  directory,  and  each  month  a 
news  release  concerning  one  of  the  tapes  is  issued  to  the 
local  news  media.  The  Medical  Society  of  Delaware 
continues  to  be  a major  contributor  to  this  valuable 
consumer-education  program. 

The  Student  Financial  Aid  Committee  distributed 
$66,000  in  loans  to  41  medical  and  dental  students  for 
the  academic  year  1982-1983.  The  Committee  also  dis- 
tributed $104,000  in  DIMER  awards  to  Delaware  stu- 
dents attending  Thomas  Jefferson  Medical  College  this 
year.  With  the  continuing  increases  in  the  cost  of  tuition 
and  living  expenses  at  medical  schools  and  the  cutbacks 
in  Federal  Aid  for  Medical  Education,  the  Student 
Financial  Aid  program  is  becoming  increasingly  important 
to  Delaware  residents  attending  medical  and  dental 
schools. 

The  Academy  continues  to  publish  and  distribute  the 
Calendar  of  Medical  Meetings  to  members  of  the  medical 
and  dental  professions.  The  total  circulation  for  the 
monthly  Calendar  is  now  1,500  copies. 

Refurbishment  of  the  Academy’s  Conference  Center 
has  been  completed  with  the  addition  of  new  furniture. 
The  conference  facilities  continue  to  be  heavily  utilized. 

The  Annual  Banquet,  held  on  February  26,  1982,  was 
again  well  attended.  Mr.  Jens  Bjerre  presented  a talk 
"id  film  on  “China  After  Mao.” 


The  Academy  has  also  continued  its  tradition  of  spon 
soring  important  lectures  on  subjects  of  interest  to  the 
medical  and  dental  professions: 

The  Second  Annual  Betsy  Zurkow  Brown 
Memorial  Lecture  will  be  held  in  December  in 
conjunction  with  an  all-day  seminar  co-spon- 
sored with  the  Delaware  Arthritis  Foundation. 

The  Sixth  Annual  Hoopes  Lecture  was  held 
on  January  13,  1982.  The  speaker  was  Stanley 
Lesse,  M.D.,  Med.  Sc.  D.,  Editor-in-Chief, 
American  Journal  of  Psychotherapy,  who  spoke 
on  Faciopsychomyalgia  ( Atypical  Facial  Pain 
Syndrome). 

The  19th  Annual  Infectious  Disease  Sym- 
posium was  held  on  May  3-7,  1982.  This  five 
day  conference  is  co-sponsored  by  the  Academy, 
the  Delaware  Lung  Association  and  The  Wil- 
mington Medical  Center.  The  guest  faculty 
consisted  of  Charles  V.  Sanders,  M.D.,  Jay  P. 
Sanford,  M.D.,  John  A.  Sbarbaro,  M.D.,  Leon 
G.  Smith,  M.D.,  F.A.C.P.,  and  David  N.  Wil- 
liams, M.D. 

The  14th  Annual  Robert  O.  Y.  Warren  Lec- 
ture was  held  on  November  5,  1982.  Guest 
speakers  were,  Andrew  M.  Margileth,  M.D., 
F.A.A.P.,  Bethesda  Naval  Hospital,  Maryland 
and  Judson  G.  Randolph,  M.D.,  F.A.A.P.,  Sur- 
geon-in-Chief,  Child’s  Hospital,  National  Medi- 
cal Center,  Washington,  D.C. 

The  Academy  of  Medicine  continues  to  depend  on 
contributions  and  dues  for  its  operating  expenses.  With 
escalating  costs,  particularly  for  utilities,  library  books, 
and  journals,  the  Academy  requests  the  continued  support 
of  all  practicing  physicians  and  welcomes  the  continued 
cooperation  of  the  Medical  Society  of  Delaware. 

Robert  L.  Meckelnbuhg,  M.D. 

President 

( As  an  addendum  to  the  report,  the  Reference  Com- 
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mittee  noted  with  sorrow  the  death  of  Dr.  Eugene  C. 
Syrovatka,  who  served  the  Academy  of  Medicine  as  Ex- 
ecutive Director  for  many  years.  The  report  was  filed. ) 


VS  VS  VS 


The  remainder  of  the  reports  and  resolutions  consid- 
ered at  the  House  of  Delegates  Meeting  will  be  published 
in  the  February  1983  issue  of  the  Delaware  Medical 
Journal. 


VS  VS  VS 


The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office  and 
is  available  to  members  for  reference. 
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miss  a single  issue  of  the  Journal.  Just  fill  out  the  form  and  mail  it  to: 
Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Del- 
aware 19806. 
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ANNUAL  MEETING  HIGHLIGHTS 

At  its  Annual  Meeting  Banquet  on  November  20,  1982,  the  Medical  Society  of  Delaware  honored 
Dr.  Edward  S.  Dennis  of  Dover  and  Dr.  Stephen  W.  Bartoshesky  of  Wilmington.  Distinguished  Ser- 
vice Awards  were  presented  by  the  President  and  Fellows  of  the  Society  to  Dr.  Dennis  and  Dr. 
Bartoshesky  in  recognition  of  and  appreciation  for  their  unselfish  service  to  their  respective  commun- 
ities, to  the  Society,  and  to  the  medical  profession,  representing  the  highest  goals  of  their  profession. 


EDWARD  S.  DENNIS,  M.D. 


STEPHEN  W.  BARTOSHESKY,  M.D. 


50-YEAR  MEMBERS 

Members  of  the  Medical  Society  of  Delaware  who  have  completed  50  years  in  the  practice  of 
medicine  are  honored  at  the  House  of  Delegates’  luncheon  each  year.  Five  members  attained  this 
distinction  in  1982.  Plaques  in  honor  of  this  achievement  have  been  presented  to  Jerome  J. 
Bredall,  M.D.,  Norman  L.  Cutler,  M.D.,  James  W.  Kerrigan,  M.D.,  H.  Thomas  McGuire,  M.D.,  and 
Girard  S.  Serino,  M.D. 
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THE  DOCTORS'  DILEMMA 


Knowledgeable  individuals  involved  in  the 
delivery  of  health  care  have  maintained  that 
a significant  percentage  of  all  testing  procedures 
are  ordered  by  physicians  for  the  sole  purpose 
of  protecting  themselves  against  the  possibility 
of  malpractice  claims.  Estimates  range  from  a 
conservative  figure  of  10%  to  an  extreme  of  50%. 
Most  physicians  will  place  the  figure  at  about 
30  to  35%.  If  you  add  to  this  estimate  additional 
contributing  factors  such  as  patient  demands 
and  expectations  and  motivation  for  personal 
profit  by  some  physicians,  then  the  figure  could 
easily  reach  50%  of  all  testing  procedures.  It 
would,  therefore,  not  be  unreasonable  to  con- 
clude that  there  is  the  possibility  of  considerable 
savings  without  significant  impact  on  the  quality 
of  medical  care. 

An  immediate  cost  savings  of  10%  can  be 
effected  by  physicians  and  patients.  This  could 
be  accomplished  by  physicians  with  better 
utilization  of  their  skills  in  history  taking  and 
physical  examinations  and  with  more  communi- 
cation with  patients  and  less  reliance  on  the 
laboratory.  Add  to  this  the  self-interest  of  pa- 
tients in  reducing  costs  by  lowering  expectations 
and  questioning  physicians  more  about  the  neces- 


sity of  what  they  are  ordering,  and  the  goal  of 
a 10%  reduction  is  achievable. 

The  largest  area  of  possible  cost  containment, 
however,  will  be  the  most  difficult  to  address. 
With  the  advent  of  hospital  reimbursement  being 
based  on  diagnosis  related  groups  (DRG),  the 
pressure  upon  physicians  will  increase  to  reduce 
testing  in  order  to  come  within  the  appropriate 
dollar  limits.  Hospital  administrations  will  have 
no  alternative  but  to  pressure  physicians.  The 
physicians  will  be  confronted  with  a choice: 
order  as  always  to  guard  against  the  possibility 
of  malpractice  and  exceed  the  allowable  pre- 
scribed limits  and  face  the  wrath  of  hospital 
administration,  or  reduce  the  testing  and  pro- 
cedures and  increase  the  possibility  of  malprac- 
tice litigation  and  higher  premiums.  It  is  not 
a happy  choice  for  physicians  — legislative 
changes  in  tort  law  are  clearly  needed. 
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BREAST  CANCER  MANAGEMENT  PROGRAM  UPDATE 

A Report  of  the  1981  Status  of  Patients  Diagnosed 

from  1974-1978 


Leslie  W.  Whitney,  M.D. 
Joanne  Pohlen,  B.S.N. 
Suzanne  McDermott,  M.S.N.,  M.S. 


The  Breast  Cancer  Management  Program  was 
a National  Cancer  Institute  (NCI)  funded  pro- 
ject which  began  July  1,  1974.  NCI  awarded  nine 
other  similar  contracts  to  research  centers 
throughout  the  United  States.  The  goals  of  the 
projects  were  to  promote  early  detection  and  im- 
proved management  of  breast  cancer  in  cooper- 
ating community  hospitals  and  health  providers 
within  a defined  geographic  area.  During  this 
time  frame,  many  professional  and  public  educa- 
tion programs  were  presented.  Each  project 
was  to  follow  175  women  annually  so  as  to  be 
able  to  demonstrate  whether  patterns  of  care 
were  changing.  The  Delaware  project  followed 
970  women  diagnosed  with  breast  oancer  be- 
tween July  1,  1974  through  December  31,  1978. 
All  of  the  women  had  to  be  Delaware  residents 
at  the  time  of  diagnosis. 

During  August  1979,  NCI  requested  that  each 
project  do  a follow-up  study  on  its  cohort  of 
patients.  In  1979,  direct  patient  contact  was 
made  with  the  Delaware  cohort.  The  response 
to  the  1979  direct  follow-up  was  overwhelming; 
previous  to  this  a follow-up  study  was  done  in 

Dr.  Whitney  is  the  Director  of  the  Cancer  Program,  The  Wil- 
mington Medical  Center. 

Ms.  Pohlen  is  Data  Management  Coordinator  for  the  Cancer  Pro- 
gram, The  Wilmington  Medical  Center. 

Ms.  McDermott  is  the  Coordinator  of  Evaluation  and  the  Data 
Analyst  for  The  Wilmington  Medical  Center  Cancer  Program. 


1977  on  the  patients  in  the  first  two  years  of  the 
study  through  contact  with  their  physicians’ 
offices.  The  patients  were  happy  that  someone 
was  interested  in  what  had  happened  to  them. 
They  also  perceived  the  follow-up  study  as  a 
means  for  them  to  have  additional  questions 
answered. 

Because  of  their  response,  we  felt  it  important 
to  continue  the  project  annually;  the  Delaware 
Division  of  the  American  Cancer  Society  has 
agreed  to  fund  the  study.  The  1981  questionnaire 
was  slightly  modified  for  better  data  collection 
and  analysis  to  a format  which  will  be  used  an- 
nually for  data  consistency. 

Data  Source  and  Analysis  Methods 

Follow-up  Method 

There  were  732  women  with  breast  cancer 
known  to  be  alive  at  the  end  of  the  first  follow-up 
year.  All  of  these  women  received  a mailed 
questionnaire  and  a cover  letter  explaining  the 
follow-up  program.  If  a response  did  not  ar- 
rive within  three  months,  a second  questionnaire 
and  letter  was  sent.  There  were  447  responses 
received,  representing  61%  of  the  total. 

The  Delaware  State  Tumor  Registry,  the  sec- 
ond method  used  for  follow-up,  added  243  cases 
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(33%  of  the  total).  Doctors’  offices,  hospitals, 
and  newspaper  obituaries  contributed  41  addi- 
tional cases  ( 6 % of  the  total ) . One  blind  woman 
was  interviewed  by  telephone. 

Lost  to  Follow-up 

Only  27  women  (4%)  were  lost  to  follow-up 
and  62  had  died;  therefore,  a total  of  643  alive 
cases  were  available  to  be  followed. 

Data  Analysis 

A computer  program  was  written  which  con- 
solidated the  follow-up  data  with  the  initial 
case  data  for  each  subject  and  which  revised  the 
follow-up  case  data  to  allow  for  the  new  informa- 
tion added  to  the  first  year  follow-up  form.  The 
questionnaire  responses  were  coded  by  the  Can- 
cer Program  staff  and  then  sent  to  the  University 
of  Delaware  Computer  Center  for  analysis.  Each 
response  was  analyzed  in  terms  of  absolute  fre- 
quency (number  of  responses)  and  adjusted 
frequency  (percent  of  the  valid  cases,  ie,  those 
who  responded  to  the  question  or  for  whom  the 
information  is  available). 

Findings 

Life  Status 

Of  the  732  women  known  to  be  alive  at  the 
end  of  the  first  follow-up  year  (1980),  643  are 
alive,  62  are  dead,  and  27  currently  have  an 
unknown  status.  The  life  status  of  follow-up 
cases  is  identified  in  Table  1. 

Table  2 shows  the  total  deaths  and  cause  of 
death  during  the  project  as  of  December,  1981. 
Breast  cancer  was  the  cause  of  death  in  79% 
of  cases. 


TABLE  1 

Absolute 

Adjusted  Frequency 

Frequency 

(%  of  valid  cases: 

(Number  of 

those  who  responded 

Life  Status 

responses) 

to  the  question ) 

Alive 

643 

91.2 

Dead — Breast  Ca 

41 

5.8 

Dead — Other  Ca 

o 

0.3 

Dead — Cause  Unkn. 

7 

1.0 

Dead — Other  Cause 

12 

1.7 

Status  Unkn. 

27 

— 

Total 

732 

100.0 

TABLE  2 
TOTAL  DEATHS 


Cause  of  Death 

1974—8/80 

1981 

Total 

Dead:  Breast  Cancer 

199+ 

41  = 

240 

Other  Cancer 

10 

2 

12 

Other  Cause 

21 

12 

33 

Cause  Unknown 

11 

7 

18 

241 

62 

303 

Last  Physical  Examination 

Sixty-seven  percent  of  the  women  (455)  had 
a physical  examination  in  1981.  During  the  two- 
year  interval  (1980-1981),  87%  of  the  women 
had  a physical  examination.  Seven  percent  (54) 
of  the  732  women  had  no  physical  examination 
since  their  surgery.  Three  percent  (25)  did 
not  answer  this  question  or  did  not  list  a date 
of  their  last  examination. 

Physician  Used  for  Follow-up 

The  questionnaire  responses  actually  named 
the  physician  who  provided  follow-up  care. 
Physician  specialties  represented  are  listed  in 
Table  3.  Follow-up  by  the  surgeons  predomi- 
nated; family  physicians  were  the  next  most  fre- 
quent, with  oncologists  being  almost  as  fre- 
quently consulted. 

In  reviewing  the  follow-up  information,  it  ap- 
peared that  if  a patient  is  not  receiving  adjuvant 
therapy  or  therapy  for  metastatic  disease,  she 
will  tend  to  return  to  her  family  practitioner 
rather  than  to  her  surgeon  for  annual  follow-up. 


Specialist 

Surgeon 

Family  Physician 
Oncologist 
Gynecologist 
Internist 


TABLE  3 

FOLLOW-UP  CARE 


Number  of  Patients 
157 
110 
90 
19 
14 


Hospital  Admissions  Since  Breast  Cancer 
Was  Originally  Diagnosed 

Information  about  hospital  admissions  was  not 
available  for  those  patients  ( 294 ) followed 
through  the  Tumor  Registry.  Of  the  438  women 
for  whom  information  was  available,  185  had 
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TABLE  4 

HOSPITAL  ADMISSIONS 


Reason  for 

Number  of 

Percent  of 

Biopsy  Site 
Suture  Line 

Hospital  Admission 

Patients 

Those  Admitted 

Cancer  Recurrence 

43 

23.3 

Cervical  Node 

Other  Non-Cancer  Causes 

136 

73.5 

Groin 

Unknown  Causes 

1 

0.5 

Other  Breast 

Other  Cancer 

5 

2.7 

Other 

185 

100.0 

Site  Unknown 

TABLE  7 

BIOPSY  RESULTS 

Positive  Results 
8 
2 
1 
1 
4 
1 


Negative  Results 
2 
7 
0 
18 
23 
9 


TOTAL 


17 


59 


been  hospitalized.  The  reasons  for  admission 
are  summarized  in  Table  4. 

Treatment 

The  questionnaire  evaluated  treatment  pro- 
vided during  the  past  two  years.  Almost  40% 
of  the  patients  had  had  subsequent  surgeries 
including  biopsies.  Eighteen  percent  had  chemo- 
therapy; 13%,  radiation  therapy.  (Table  5) 


TABLE  5 
TREATMENT 

Absolute  Adjusted 

Treatment  Frequency  (#)  Frequency  (%) 

Chemotherapy  44  17.8 

Radiation  Therapy  33  13.4 

Surgery  (includes  biopsies)  96  38.8 

Hormone  Therapy  16  6.5 

Other  Treatment  58  23.5 

247  100.0 


Diagnostic  T ests 

For  the  group  of  women  who  responded  to 
the  question  about  diagnostic  tests,  a vast  ma- 
jority had  received  blood  tests  and  chest  x-rays  in 
the  past  two  years.  It  is  also  noteworthy  that 
43.5%  of  the  responders  had  mammograms  per- 
formed. (Table  6) 

Biopsies  and  Recurrent  Disease 


reported.  The  distribution  of  positive  and  nega- 
tive results  by  biopsy  site  is  shown  in  Table  7. 
About  one  fifth  had  biopsies  of  the  remaining 
breast  performed.  None  of  the  eight  positive 
suture  line  biopsy  cases  had  postoperative  radi- 
ation. All  eight  received  radiation  treatment  for 
metastatic  disease  and  six  are  still  alive.  Only 
one  woman  had  postoperative  chemotherapy. 

Disease  Status 

The  reported  disease  status  of  alive  cases  is 
presented  in  Table  8.  Almost  90%  are  free  of 
disease. 


TABLE  8 

DISEASE  STATUS 


Absolute 

Adjusted 

Disease  Status 

Frequency  (#) 

Frequency  (%) 

Free  of  Disease 

558 

89.6 

Recurrent  Disease 

61 

9.8 

Metastatic  Disease 

3 

0.5 

New  Primary — Other  Site 

1 

0.2 

623 

100.0 

Practice  of  Breast  Self-Examination 

Breast  self-examination  is  being  done  by  a 
vast  majority  of  the  respondents;  349  women  or 
83.1%  responded  positively.  (Table  9) 


During  the  period  1980-1981,  76  biopsies  were 


TABLE  6 

DIAGNOSTIC  TESTS 

Percent  of 

Diagnostic  Tests  Number  Responders 

Blood  Test  329  76.9 

Chest  X-ray  341  79.7 

Bone  Scan  151  35.3 

Liver  Scan  81  18.9 

Mammography  186  43.5 


TABLE  9 


PRACTICE  OF  BREAST  SELF-EXAMINATION  (BSE) 


Absolute 

Adjusted 

Frequency  of  BSE 

Frequency  (#) 

Frequency  (%) 

Once  a month 

276 

67.2 

Every  2 months 

44 

10.7 

Every  3-12  months 

20 

4.9 

Never 

63 

15.3 

Had  Bilateral  Surgery 

8 

1.9 

411 

100.0 
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Breast  Prosthesis 

More  than  80%  (346)  of  tire  women  who  re- 
sponded used  a breast  prosthesis;  only  83  women 
reported  they  did  not  use  a prosthesis.  Their 
reasons  for  not  using  a prosthesis  are  reported 
and  tabulated  in  Table  10.  Thirty  women  have 
had  reconstructive  surgery. 


TABLE  10 

BREAST  PROSTHESIS 


Absolute 

Adjusted 

Reason  for  Nonuse 

Frequency  (#) 

Frequency  (%) 

Financial 

8 

10.5 

Discomfort 

14 

18.4 

Personal  Preference 

20 

26.3 

Other 

8 

10.5 

Reconstruction 

26 

34.2 

— 

— 

Reconstructive  Surgery 

76 

100.0 

The  responses  of  the  women  when 

asked  about 

their  plans  or  experience  regarding  reconstruc- 
tive surgery  are  shown  in  Table  11.  Ten  of  the 
women  who  plan  to  have  reconstructive  surgery- 
requested  information.  These  requests  have  been 
responded  to  on  an  individual  basis  by  the  Can- 
cer Program  staff.  Four  women  had  a seoond 
reconstruction  due  to  a failure  in  the  first  sur- 
gery. Of  these  four,  two  experienced  success 
the  second  time. 

TABLE  11 

RECONSTRUCTIVE  SURGERY 


Experience  or  Plan  for  Absolute  Adjusted 

Reconstructive  Surgery  Frequency  (#)  Frequency  (%) 

Have  Had  30  8.0 

Plan  to  Have  20  5.3 

Don't  Plan  to  Have  327  86.7 

377  100.0 


Performance  Status 

Their  level  of  activity  was  reported  by  432 
women.  Seventy-five  percent  described  them- 
selves as  fully  active.  The  stated  performance 
statuses  appear  in  Table  12. 

Life  Style  Change 

Of  the  425  women  who  responded  to  this  ques- 
tion, 22.6%  (96)  reported  a life  style  change. 


TABLE  12 

PERFORMANCE  STATUS 


Absolute 

Adjusted 

Performance  Status 

Frequency  (#) 

Frequency  (%) 

Fully  Active 

323 

74.8 

Ambulatory  Capable 

86 

19.9 

Bedridden  <50% 

14 

3.2 

Bedridden  >50% 

4 

0.9 

Bedridden  100% 

5 

1.2 

432 

100.0 

mostly  with  respect  to  recreation, 

most  com- 

monly  swimming. 

Life  style  changes  are  tabu- 

lated  in  Table  13. 

Some  women  indicated  more 

than  one  area  affeoted;  therefore,  there  are  139 

responses  from  89  ’ 

women. 

TABLE  13 

LIFE 

STYLE  CHANGES 

Absolute 

Adjusted 

Area  Affected 

Frequency  (#) 

Frequency  (%) 

Income  (Cost  of  Care) 

25 

18.0 

Marital  Status 

9 

6.5 

Family  Relationships 

5 

3.6 

Recreational 

50 

36.0 

Employment 

20 

14.4 

Other 

30 

21.5 

139 

100.0 

Supportive  Services  Used 

The  women  were  asked  what  supportive  ser- 

vices they  had  used  during  the  past  two  years. 

One  or  more  of  the  services  were 

used  by  98 

women.  (Table  14) 

i Twenty-five  percent  of  the 

respondents  sought  help  in  purchasing  a new 

prosthesis;  another  25%  (36)  of  the  responses  in- 

TABLE  14 

SUPPORTIVE  SERVICES  USED 

Absolute 

Adjusted 

Supportive  Services 

Frequency  (#) 

Frequency  (%) 

Physical  Therapy 

36 

25.0 

Exercise  Classes 

11 

7.6 

Clergy 

20 

13.9 

Social  Worker 

14 

9.7 

Psychologist/ Psychiatrist 

5 

3.5 

Nurse 

15 

10.4 

Prosthesis  Supplier 

36 

25.0 

Make  Today  Count 

7 

4.9 

144 

100.0 
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dicatecl  they  received  physical  therapy.  Of  the 
36  women  who  received  physical  therapy,  20 
stated  it  was  for  arm  swelling.  Three  to  seven 
years  post  mastectomy,  these  20  women  are  still 
experiencing  severe  enough  problems  with  arm 
swelling  to  need  physical  therapy.  Some  of  the 
women  taking  the  exercise  classes  stated  it  was 
for  strengthening  their  arms. 

Help  Desired 

The  women  were  asked  if  they  would  like 
help  from  any  of  the  eight  named  sources,  and 
space  was  also  provided  for  them  to  ask  for  any 
other  help  they  felt  they  needed.  (Table  15) 


TABLE  15 
HELP  DESIRED 


Help  Desired 

Absolute 
Frequency  (#) 

Adjusted 
Frequency  (%) 

Physical  Therapy 

2 

3.3 

Exercise  (Encore) 

5 

8.3 

Clergy 

1 

1.7 

Social  Work 

3 

5.0 

Psychologist/ Psychiatrist 

1 

1.7 

Nurse 

4 

6.7 

Prosthesis  Supplier 

24 

40.0 

Make  Today  Count 

5 

8.3 

Other 

15 

25.0 

60 

100.0 

There  were  38  women  who  said  they  would  like 
some  help;  seven  had  more  than  one  request 
among  the  categories  provided.  There  were  15 
women  who  responded  to  the  category  “other”; 
of  these,  10  wanted  information  about  recon- 
struction, which  was  sent  to  them.  Three  of  the 
women  who  had  moved  out-of-state  requested 
information  about  finding  a new  physician.  All 
of  these  requests  were  answered  by  telephone 
or  mail,  whichever  was  the  most  appropriate. 

Discussion 

The  1982  Breast  Cancer  Management  Program 
Follow-up  was  accomplished  through  the  return 
of  447  mailed  questionnaires,  the  records  of  the 
Delaware  State  Tumor  Registry,  and  through 
contacts  with  doctors’  offices,  hospitals,  and 
from  newspaper  obituaries.  Only  27  cases  were 
lost  to  follow-up.  This  second  year  of  follow-up 


identified  643  alive  patients  (91.2%  of  respond- 
ers) and  62  dead. 

Some  significant  findings  of  the  follow-up 
program  are: 

1.  Sixty-seven  percent  of  the  women  had  a 
physical  examination  in  1981.  During  a 
two-year  interval  ( 1980-1981 ) 87%  of  the 
women  had  a physical  examination. 

2.  Surgeons  continued  to  be  the  physician 
specialist  following  the  largest  percent 
(40%)  of  the  patients.  However,  a growing 
number  of  women,  28%  of  the  respondents, 
are  being  followed  by  a family  practice 
physician.  The  women  followed  by  family 
practice  practitioners  are  usually  those  not 
receiving  adjuvant  chemotherapy  treatment 
for  metastatic  disease. 

3.  Blood  tests  and  chest  x-rays  were  done  for 
over  75%  of  the  responders  in  the  past  two 
years.  Mammography  has  also  been  used 
as  a diagnostic  test  in  44%  of  the  respond- 
ents. 

4.  Biopsies  were  performed  on  76  of  the 
women  in  the  past  two  years,  of  which  17 
were  positive  for  tumor.  Eight  of  these 
were  on  the  suture  line;  none  of  these 
women  had  received  postoperative  radi- 
ation. 

5.  Breast  self-examination  is  practiced  by  83% 
of  the  respondents,  but  63  or  15%  of  the 
respondents  said  they  never  practice  BSE. 
Of  the  group  of  women  who  said  they  do 
self-examination,  67%  reported  a frequency 
of  once  a month. 

6.  Over  80%  of  the  women  who  responded  say 
they  use  a breast  prosthesis.  For  those 
women  who  are  not  using  a prosthesis,  per- 
sonal preference  is  the  most  common  rea- 
son. 

7.  Thirty  women  had  reconstructive  surgery 
and  20  more  plan  to  have  it.  Ten  of  the 
women  who  plan  to  have  reconstructive 
surgery  requested  and  received  information 
from  the  Cancer  Program  staff. 

8.  Life  style  change  is  reported  by  23%  of  the 
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respondents,  the  most  common  area  affected 
being  recreational. 

9.  There  were  53  women  who  requested  help 
through  their  questionnaire  response.  The 
most  frequent  requests  were  for  names  of 
prosthesis  suppliers  and  information  about 
reconstructive  surgery. 

Conclusion 

The  second  year  follow-up  questionnaire 
identified  areas  of  continuing  concern  to  the 
breast  cancer  patients  and  contributed  to  our 
understanding  of  trends  in  physician  patterns 
of  care  for  this  group.  The  respondents  ex- 
pressed their  appreciation  for  the  follow-up  and 
the  referral  services  provided  by  the  Cancer 
Program  staff. 

The  1983  follow-up  will  consist  of  mailing  of 
questionnaires  and  subsequent  analysis  of  the 
responses.  The  last  patients  entered  into  the 
Breast  Cancer  Management  Program  will  be 
followed  for  their  fifth  year  in  1983,  at  which 
time  five-year  survival  data  will  be  analyzed. 
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WHAT'S  NEW  IN  ANESTHESIOLOGY? 


Richard  N.  Hindin,  M.D. 


Numerous  changes  have  taken  place  in  the 
practice  of  anesthesiology  in  recent  years.  Some 
of  them  have  resulted  from  work  done  within  the 
specialty,  and  other  developments  have  been  the 
outgrowth  of  knowledge  acquired  in  related  dis- 
ciplines. This  review  will  highlight  some  of  the 
more  salient  advances. 

Under  the  heading  of  pharmacology,  several 
important  new  drugs  have  been  introduced  into 
clinical  practice,  and  the  use  of  a number  of 
previously  available  agents  has  been  expanded. 

The  potent  inhalational  general  anesthetic 
agent  isoflurane  (Forane)  was  first  released  for 
general  use  over  a year  ago.  (After  its  initial 
development  in  the  early  1970s,  the  drug  was 
withheld  because  of  concerns  regarding  toxicity 
which  have  now  proved  unfounded.)  While 
certainly  not  the  “ideal  general  anesthetic,”  iso- 
flurane has  a number  of  very  useful  properties 
not  present  in  other  currently  used  inhalational 
agents. 

Another  “new”  drug  which  has  become  avail- 
able is  dantrolene.  Previously  approved  only  for 
the  treatment  of  certain  spastic  muscle  diseases, 
this  drug  is  now  manufactured  in  an  intravenous 

Dr.  Hindin  is  an  anesthesiologist  at  The  Wilmington  Medical 
Center. 


preparation  for  the  treatment  of  malignant  hy- 
perthermia (MHS).  It  is  the  only  drug  now 
available  specifically  to  treat  MHS,  which  is 
otherwise  associated  with  a 50-80%  mortality. 

Intravenous  formulations  of  nitroglycerine  are 
now  commercially  manufactured,  and  are  being 
used  aggressively  in  patients  with  heart  disease 
in  operating  rooms  as  well  as  in  other  critical 
care  areas.  Calcium  blocking  drugs  such  as 
verapamil  are  now  a part  of  the  anesthesiologist’s 
armamentarium. 

The  field  of  neuromuscular  blocking  agents  has 
seen  several  changes.  Edrophonium  is  now  be- 
ing used  in  an  expanded  role,  and  combinations 
of  nondepolarizing  blockers  have  been  studied. 
Several  short  acting,  nondepolarizing  neuromus- 
cular blockers  are  undergoing  final  stages  of 
evaluation  and  are  expected  to  be  released  with- 
in a year. 

Another  group  of  new  drugs  is  the  agonist- 
antagonist  type  of  narcotic,  such  as  nalbuphine 
(Nubain)  and  butorphanol  (Stadol).  Although 
these  drugs  are  currently  enjoying  a moderate 
degree  of  popularity,  their  true  values  and  limi- 
tations are  not  yet  firmly  established.  In  the 
category  of  drugs  which  are  purely  narcotic,  the 
pre-clinical  evaluations  of  sufentanil  and  alfen- 
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tanil  are  ongoing.  These  two  drugs,  congeners 
of  the  popular  drug  fentanyl,  appear  to  have 
specific  advantages  over  fentanyl,  and  may  be 
released  in  the  near  future. 

In  the  broad  area  of  physiology,  a number  of 
developments  have  occurred.  For  example,  our 
awareness  of  the  endorphin  system  in  the  body 
has  grown  in  recent  years  which  has  expanded 
our  understanding  of  pain  mechanisms.  A di- 
rect outgrowth  of  this  understanding  has  been 
the  use  of  epidural  and  intrathecal  narcotics  for 
pain  control  in  a variety  of  settings.  Our  under- 
standing of  the  cardiovascular  system  has  also 
increased,  particularly  its  function  in  pathophy- 
siological states.  We  have  progressed  from  re- 
lying on  central  venous  pressures  to  the  wide- 
spread practice  of  measurement  of  pulmonary 
artery  and  “wedge”  pressures  along  with  cardiac 
output  through  the  use  of  flow  directed  cathe- 
ters. The  limitations  of  the  “wedge”  pressure 
are  now  being  explored  as  we  look  at  the  role 
that  compliance  plays  in  the  function  of  the  left 
ventricle. 

Significant  changes  have  occurred  in  applied 
respiratory  physiology.  Although  we  still  do 
not  fully  understand  the  mechanisms  responsible 
for  the  effectiveness  of  high  frequency  ventila- 
tion, this  has  not  prevented  the  widespread  ap- 
plication of  this  valuable  technique.  As  we  learn 
more  about  the  underlying  mechanisms  involved, 
our  concepts  of  gas  exchange  in  the  lung  may 
be  profoundly  altered. 

Another  area  in  which  progress  has  been  made 
is  that  of  the  use  of  evoked  potential  testing. 
While  its  use  has  been  increasing  outside  of  the 
operating  room,  its  intraoperative  use  is  only 
now  being  studied. 

Still  other  strides  have  been  made  in  the  tech- 
nology  of  anesthesiology.  Control  of  the  oper- 
ating room  environment  with  scavenging  of  waste 
anesthetic  gases  is  becoming  routine.  New  equip- 
ment is  available  for  use  in  the  operating  room, 
including  apparatus  for  noninvasive  blood  pres- 
sure and  transcutaneous  oxygen  monitoring,  and/ 
or  measuring  exhaled  carbon  dioxide.  On  the 
horizon  are  catheters  for  direct  measurement  of 
blood  oxygen  tension,  as  well  as  noninvasive 
cardiac  output  monitors. 


Several  societies  have  formed  because  of  a 
growing  interest  in  subspecialty  areas.  Included 
are  societies  for  regional,  cardiovascular  and  neu- 
rosurgical anesthesia,  as  well  as  the  previously 
formed  society  for  perinatal  care. 

While  a significant  body  of  new  knowledge 
has  recently  been  incorporated  into  the  practice 
of  the  anesthesiologist,  many  further  improve- 
ments can  be  expected  in  the  coming  years. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Chris  Dietrich,  M.D. 


A 48-year-old  white  female  presented  to  the 
emergency  room  following  injury  as  a passenger 
in  an  automobile  accident  in  which  she  sus- 
tained blunt  abdominal,  pelvic,  spine,  knee,  and 
minor  head  trauma.  The  patient  was  conscious 
and  alert.  Among  other  symptoms,  the  patient 
was  experiencing  severe  right  chest  pain.  Phy- 
sical examination  revealed  decreased  breath 
sounds  at  the  right  lung  base  and  hypoactive 
bowel  sounds.  There  was  no  upper  abdominal 
tenderness  or  guarding.  Vital  signs  were  stable. 

The  initial  chest  x-ray  is  shown  in  Figure  1. 


FIGURE  1 

Initial  chest  x-ray  (portable,  AP,  semi-erect)  ob- 
tained at  time  of  admission. 


Dr.  Dietrich  is  a second-year  resident  in  the  Department  of 
Radiology  at  The  Wilmington  Medical  Center. 


Chest  tube  placement  returned  a small  gush  of 
air  and  300  cc.  of  blood,  followed  by  bubbling 
for  24  hours.  Over  the  next  few  days,  the  pa- 
tient remained  clinically  stable  with  no  further 
chest  or  upper  abdominal  pain.  Figure  2 shows 
a chest  x-ray  obtained  on  the  sixth  hospital  day 
shortly  after  chest  tube  removal. 

Based  on  the  clinical  information  and  the 
radiographic  appearance,  what  diagnosis  would 
you  suspect?  What  further  imaging  procedures 
would  you  order  to  help  confirm  or  rule  out  your 
suspected  diagnosis?  For  discussion,  turn  the 
page. 


FIGURE  2 

Chest  x-ray  (portable,  AP,  erect)  obtained  on  the 
6th  hospital  day,  shortly  after  right  chest  tube 
removal. 


Del  Med  Jrl,  Feb  1983— Vol  55,  No  2 


89 


The  View  Box 


Answer:  Diaphragmatic  tear. 

Figure  1 shows  apparent  elevation  of  the 
right  hemidiaphragm  seen  as  asymmetry  in  the 
relative  position  of  the  lung/abdominal  soft  tis- 
sue interface  on  right  and  left  sides.  There  is 
evidence  of  pleural  fluid  and  minimal  lung 
parenchymal  density.  The  exact  nature  of  the 
pathology  resulting  in  this  elevated  soft  tissue 
density  cannot  be  determined.  With  a pre- 
viously normal  chest  x-ray  which  was  available 
for  this  patient,  differential  considerations  in- 
clude: 1)  true  elevation  of  an  intact  diaphragm, 
2)  traumatic  diaphragmatic  rupture  with  herni- 
ation of  the  liver  into  the  right  chest,  3)  pleural 
effusion,  and  4)  significant  lung  volume  loss. 
Following  chest  tube  placement  and  removal  of 
pleural  fluid,  there  was  no  significant  change  in 
the  level  of  the  lung/abdominal  density  inter- 
face. Figure  2 shows  the  appearance  shortly 
after  chest  tube  removal  with  possible  slight 
reaccumulation  of  pleural  fluid,  and  somewhat 
more  elevated  right  abdominal  density,  as  well 
as  gas  outlined  bowel  coursing  cephalad  in  the 
right  upper  abdominal  quadrant. 
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FIGURE  3A 


Figure  3 is  a radionuclide  liver/spleen  scan 
performed  on  the  fourth  day  showing  elevation 
of  the  liver  with  an  unusual  contour  along  the 
medial  border.  In  addition,  a photon  deficient 
area  is  present  over  the  anterolateral  right  lobe 
of  the  liver  whioh  could  be  caused  by  hepatic 
flexure  of  colon  overlying  the  liver.  The  appear- 
ance is  suspicious  for  liver  and  colon  herniated 
through  a torn  diaphragm. 

Methylene  blue  injected  into  the  peritoneal 
cavity  did  not  result  in  the  appearance  of  the 
dye  in  the  chest  tube  drainage. 

The  patient  underwent  exploratory  laparotomy 
which  revealed  a large  tear  of  the  right  hemi- 
diaphragm extending  from  the  anterior  insertion 
to  the  mid-diaphragm.  There  was  herniation  of 
the  right  lobe  of  the  liver,  small  bowel,  stomach, 
and  hepatic  flexure  of  the  colon  into  the  right 
hemithorax  through  the  tear.  The  abdomen 
was  closed,  and  the  injury  was  then  repaired 
via  a right  thoracotomy. 

Discussion: 

Traumatic  diaphragmatic  ruptures  are  present 
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FIGURE  3B 


Technetium  sulfur  colloid  liver/spleen  scan  performed  on  fourth  hospital  day.  (A)  anterior.  (B)  right 
anterior  oblique  position  shows  elevation  of  the  liver  with  unusual  contour  medially  and  photon 
deficient  area  in  the  lateral  to  mid  portion  of  the  right  lobe. 
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in  three  to  five  percent  of  blunt  abdominal  in- 
jury survivors.  Left-sided  diaphragmatic  tears 
are  generally  reported  to  predominate,  account- 
ing for  75  to  95  percent  of  all  diaphragmatic 
tears. 1-4’5’8-11’12  These  figures  may  be  misleading 
in  that  right-sided  injuries  are  often  missed,  in 
part  because  they  are  more  difficult  to  diagnose. 
One  recent  study  reports  an  equal  incidence  of 
right  and  left  diaphragm  tears  in  28  patients 
with  blunt  abdominal  trauma.11  Because  of  the 
severity  of  the  traumatic  event,  90  to  95  percent 
of  patients  have  other  severe  injuries,  including 
intra-abdominal,  orthopedic,  and  neurological 
injuries. 

The  difficulty  in  diagnosing  diaphragmatic 
rupture  is  often  related  to  a confusing  clinical 
radiologic  presentation  as  a result  of  other  major 
injuries.  The  initial  chest  x-ray  has  been  reported 
to  be  misleadingly  normal  in  25  percent  of  pa- 
tients with  diaphragm  injuries.11  Thus,  one  must 
maintain  a high  index  of  suspicion  based  on  the 
mechanism  of  injury  and  suspicious  plain  film 
radiologic  findings  even  when  clinical  symptoms 
are  minimal. 

Left  diaphragm  tears  are  more  easily  diag- 
nosed than  right,  with  demonstration  of  high 
arch-like  lucencies  in  the  lower  chest  which  rep- 
resent herniated  bowel.  Right-sided  injuries  show 
apparent  elevation  of  the  right  hemidiaphragm, 
which  in  fact  represents  liver  herniated  into  the 
right  hemithorax.  There  is  usually  a combina- 
tion of  additional  pleuroparenchymal  changes 
in  the  lower  lung  fields,  including  subsegmental 
atelectasis,  pleural  fluid  (hemothorax),  pneumo- 
thorax, and  parenchymal  density  associated  with 
lung  contusion.  There  may  also  be  mediastinal 
shift.  These  plain  film  findings1-2’4’6-8  are  non- 
specific, and  in  the  face  of  associated  trauma, 
several  differential  diagnostic  possibilities  must 
be  considered.1-4-12  The  pleuroparenchymal 
changes  are  commonly  seen  in  association  with 
other  injuries  such  as  rib  fractures  and  contusions 
and  may  be  so  extensive  as  to  obscure  the  dia- 
phragm/liver shadow,  such  that  diaphragmatic 
injury  may  not  even  be  suspected.  There  may 
be  only  slight  apparent  elevation  of  the  dia- 
phragm, especially  early. 

Several  imaging  methods  and  modalities  have 
been  utilized  to  confirm  the  diagnosis  of  dia- 


phragm ruptures,  with  none  considered  to  be 
necessarily  best  or  diagnostic.  Barium  contrast 
studies  may  demonstrate  herniated  loops  of 
bowel,  sometimes  with  constriction  or  obstruc- 
tion at  the  site  of  herniation.  Diagnostic  pneu- 
moperitoneum has  been  used  with  300  to  500  cc. 
of  air  injected  into  the  peritoneal  cavity.2’8  This 
is  useful  only  if  positive,  may  be  dangerous,  and 
is  probably  not  helpful  in  the  presence  of  signifi- 
cant chest  trauma. 

Radionuclide  imaging  of  the  liver  with  tech- 
netium labelled  sulfur  colloid  has  been  particu- 
larly helpful  in  attempting  to  diagnose  right- 
sided diaphragm  rupture.1-5-8’9  A positive  study 
demonstrates  an  abnormal  elevation  of  the  liver 
with  indentation  of  the  normally  smooth  liver 
contour  at  the  site  of  herniation.  Furthermore, 
overlying  herniated  bowel  may  be  seen  as  an  area 
of  relative  photon  deficiency.  This  examination 
can  be  performed  quickly  and  easily  with  a 
portable  gamma  camera  if  necessary. 

In  the  patient  with  a chest  tube  in  place,  80 
to  100  cc  of  water  soluble  contrast  may  be  in- 
jected through  the  chest  tube  into  the  pleural 
cavity.7  Flow  of  contrast  into  the  peritoneal 
cavity  is  diagnostic  of  diaphragm  rupture.  A 
negative  study,  however,  may  not  exclude  the 
diagnosis  because  liver  or  bowel  may  be  effec- 
tively sealing  the  tear. 

Ultrasound  imaging  of  right-sided  diaphragm 
tear  has  been  reported.8  However,  clear  ultra- 
sonic visualization  of  the  entire  diaphragm  may 
be  limited  by  the  presence  of  gas  in  the  herni- 
ated bowel  and  by  an  inability  to  position  the 
transducer  beam  perpendicular  to  the  most  ce- 
phalad  portion  of  the  diaphragm.  Nevertheless, 
this  study  is  noninvasive,  can  be  performed 
portably  and  is  diagnostic  if  a tear  is  seen  or  if 
the  entire  diaphragm  can  be  demonstrated  to 
be  intact. 

Observation  of  diaphragm  tears  with  a CT 
scan  has  also  been  reported  though  this,  too,  is 
limited  if  the  entire  diaphragmatic  contour  is 
not  clearly  seen.410  CT  may  be  especially  limited 
on  the  right  side  because  of  the  similar  attenua- 
tion characteristics  of  liver  and  diaphragm. 
Again,  a negative  scan  cannot  exclude  the  diag- 
nosis. 
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In  some  cases,  diaphragmatic  tear  may  only 
be  diagnosed  at  exploratory  laparotomy  with 
direct  inspection  of  the  diaphragm. 

Delay  in  diagnosis  can  lead  to  serious  com- 
plications. Herniation  of  liver  and/or  intestine 
can  lead  to  vascular  compromise,  intermittent 
obstruction,  strangulation  and  perforation  pre- 
senting as  a surgical  emergency.  1-3>4’8,11  It  is  im- 
portant to  realize  that  herniation  may  not  occur 
immediately  and  can  be  intermittent.  Symptoms 
relating  to  delayed  presentation  include  inter- 
mittent epigastric,  thoracic  and  shoulder  pain, 
nausea,  anorexia,  dyspnea  and  even  repeated 
pneumonia  secondary  to  lung  compression. 

At  any  point  in  time  when  a patient’s  symp- 
toms, history  of  trauma,  even  when  remote, 
and  radiologic  plain  film  findings  suggest  the 


diagnosis,  additional  imaging  procedures,  as  dis- 
cussed above,  may  be  employed  to  evaluate  for 
diaphragmatic  tear. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


FEAR  OF  THE  UNKNOWN 

Every  one  of  us  is  afraid  of  the  unknown.  From 
our  earliest  childhood,  we  encounter  fears  of 
things  like  death  and  darkness,  which  we  learn 
how  to  grapple  with  in  our  later  lives.  Perhaps 
one  reason  why  some  of  us  chose  medicine  as  a 
career  was  to  bring  ourselves  into  direct  confron- 
tation with  death,  and  by  learning  more  about 
its  many  faces,  to  dispel  at  least  some  of  the 
fear  all  humans  feel. 

The  political  scene  in  the  United  States  in 
1983  is  marked  by  several  continuing  struggles 
which  seem  to  persist  in  spite  of  honest  efforts  at 
resolution.  If  we  look  at  these  controversies, 
we  often  see  that  they  revolve  around  one  of 
life’s  “unknowns”  which  evoke  primitive  and  ir- 
rational fears.  Whenever  ordinarily  reasonable 
people  seem  to  take  extremist  positions,  it  is 
worthwhile  to  look  at  the  source  of  their  dis- 
comfort. 

As  physicians  trained  in  analytic  reasoning, 
we  may  be  able  to  see  light  where  others  have 
found  only  heat;  as  humanists  and  opinion  lead- 
ers in  our  community,  perhaps  we  can  lead  some 
of  those  who  value  our  counsel  toward  a more 
reasonable  position.  In  return  for  the  respect 
afforded  our  profession,  it  is  our  responsibility 
to  make  this  effort. 

The  area  of  controversy  currently  occupying 
center  stage  is  the  choice  of  proper  steps  to  pre-. 
pare  for— or,  even  better,  avert— nuclear  war. 
Some  of  our  colleagues  have  used  the  word  “un- 
thinkable” to  describe  this  threat. 

We  would  propose  that  the  word  “incompre- 
hensible” might  be  more  apt,  since  we  surely 
need  to  think  about  the  problem  in  order  to 
grapple  with  it  effectively.  We  are  not  propos- 
ing any  easy  solution,  but  we  would  suggest  that 


using  words  like  “Armageddon,”  “apocalypse,” 
or  “holocaust”  in  our  speech  or  writing  tends  to 
turn  rational  thought  off,  rather  than  on.  No 
one  is  better  qualified  than  the  physician  to 
bring  soundly  based  professional  knowledge  to 
this  issue. 

Another  obvious  area  of  our  expertise  is  the 
problem  of  medical  cost  control.  For  those  of 
us  who  have  no  real  problem  in  obtaining  com- 
petent medical  care  for  ourselves  and  our  fami- 
lies, it  may  be  hard  to  comprehend  the  fear 
which  goes  through  the  minds  of  young  wage 
earners  and  retired  seniors  when  they  see  them- 
selves caught  between  rapidly  rising  direct  costs 
and  rising  insurance  premiums.  We  must  an- 
ticipate that  their  reaction  will  be  irrational, 
since  they  are  again  being  forced  to  face  the 
unknown.  Our  strategy  here  is,  first  of  all,  to 
assure  them  that  we  are  on  their  side  and  will 
not  unconscionably  enrich  ourselves  at  their  ex- 
pense. Dr.  Tikellis’  appeal  for  voluntary  fee 
control  serves  this  purpose  well. 

Second,  we  need  to  analyze  our  treatment 
plans,  office  and  hospital  protocols,  and  prescrib- 
ing habits  to  make  sure  that  we  are  not  con- 
tributing unnecessarily  to  the  level  of  costs  the 
community  is  experiencing.  We  again  need  to 
demonstrate  the  analytical  approach  rather  than 
tenacious  adherence  to  a fixed  opinion  in  the 
name  of  “professional  judgment.” 

Third,  we  must  search  our  areas  of  compe- 
tence for  ingenious  and  innovative  systems  for 
providing  medical  care  more  efficiently.  We 
have  seen  some  new  developments  which  prom- 
ise to  revolutionize  medicine  in  the  next  few 
years,  just  as  anesthesia  opened  the  door  to 
modern  surgery  and  antibiotics  led  us  from  the 
era  of  bacterial  plagues  to  the  era  of  degenera- 
tive and  neoplastic  diseases.  The  computer  may 
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be  only  the  first  new  tool  which  will  revise  the 
administrative  side  of  our  practices  and  sharpen 
our  medical  judgment  as  well.  Those  of  us  who 
remember  or  thoughtfully  read  the  history  of  the 
earlv  vaccines  and  the  early  antibacterials  will 
realize  the  enormous  potential  of  electronic  de- 
vices to  multiply  our  effectiveness,  since  new 
developments  will  surely  follow  one  after  an- 
other. Our  present  electronic  equipment  will 
look  primitive  in  only  a few  years. 

Let  us  sympathize  with  and  respect  those  who 
seem  to  take  extreme  or  reactionary  positions  in 
these  controversies.  Our  academic  background 
and  lifelong  training  should  equip  us  to  reach 
higher  ground  on  the  battlefield  and  find  better 
solutions.  Then  we  must  learn  to  use  effectively 
the  communications  media,  including  this  Jour- 
nal, to  bring  our  proposed  solutions  before  our 
colleagues  and  the  public  for  constructive  de- 
bate and  review.  We  submit  that  this  is  the 
only  way  to  push  back  the  fear  of  the  unknown 
and  arrive  at  a rational  position  in  the  face  of 
today’s  uncertainties. 

William  L.  Sprout,  M.D. 

«?  wr  «£ 

HEALTH  AND  BEHAVIOR  RISKS  IN  DELAWARE: 
27,113  DRUNK  DRIVERS  PER  MONTH 

The  Health  Education  Risk  Reduction  Pro- 
ject (HERR),  a federally  funded  project  of  the 
Office  of  Public  Health  Education,  Division  of 
Public  Health,  is  designed  to  develop,  stimulate, 
and  coordinate  health  education  programs  aimed 
at  reducing  the  major  risk  factors  to  American 
health.  These  risk  factors,  determined  by  the 
National  Centers  for  Disease  Control,  are  smok- 
ing, stress,  hypertension,  alcohol  abuse,  obesity, 
lack  of  exercise,  and  accidents. 

Delaware’s  Behavorial  Risk  Factor  Survey  was 
conducted  in  cooperation  with  the  Center  for 
Health  Promotion  and  Education  of  the  National 
Centers  for  Disease  Control  (CDC).  The  sur- 
vey questionnaire  and  methodology  were  de- 
veloped by  the  CDC  staff,  and  are  being  used 
in  a number  of  states. 

During  April  and  May  1982,  the  Delaware 


HERR  Project  completed  485  interviews  of  Del- 
aware residents  18  years  of  age  and  older.  The 
survey  was  conducted  by  telephone,  based  on  a 
random  digit  sample  of  all  household  telephones. 

Results  of  the  survey  are  reported  at  95%  con- 
fidence level,  with  an  estimated  precision  of  ± 
5%.  This  means  that  the  chances  are  about  95 
in  100  that  the  survey  results  would  be  the  same 
if  the  entire  adult  population  of  Delaware  had 
been  interviewed. 

Seven  subjects  were  covered  in  the  survey: 
seatbelt  safety,  hypertension,  exercise,  weight 
and  nutrition,  stress,  cigarette  smoking,  and  alco- 
hol use. 

AMONG  THE  FINDINGS 

• Of  Delaware’s  adult  population,  29.7%° 
smoke  cigarettes,  and  22.9%  are  former 
smokers.  This  indicates  a decrease  in  adult 
smokers  of  about  4%  since  1979,  when  a 
study  by  Blue  Cross/Blue  Shield  found  that 
34%  of  Delaware  adults  smoked. 

• Of  Delaware’s  adult  population,  21%  are 
considered  moderate  drinkers  of  alcohol, 
whereas  about  9.3%  are  listed  as  heavy  drink- 
ers. Light  drinkers  make  up  46.5%,  and  ab- 
stainers 22.9%  of  the  adult  population. 

• When  asked,  “How  many  times  during  the 
past  four  weeks  have  you  driven  when 
you’ve  had  perhaps  too  much  to  drink?” 
8.2%  of  the  drinkers  said  they  had  done  so 
one  or  more  times.  Projected  from  1980 
census  figures,  this  means  that  about  27,113 
adult  Delawareans  were  driving  while  in- 
toxicated at  least  once  during  the  four- 
week  period  prior  to  the  study. 

• Only  29.6%  of  the  state’s  adults  nearly  always 
use  seatbelts.  Another  15.4%  said  they  use 
seatbelts  sometimes;  but  13.4%  seldom  use 
them  and  the  largest  group — 41.5% — never 
do  so. 

• Several  questions  were  asked  to  determine 
the  habits  of  the  state’s  adult  population 
with  respect  to  active  physical  exercise. 
About  26.3%  lead  active  lifestyles.  Another 
31.8%  have  moderately  active  lives;  27.5% 
are  somewhat  active  and  14.3%  are  sedentary. 
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• Running  is  the  most  popular  form  of  exer- 
cise, practiced  by  31.3%  of  the  respondents 
who  exercise.  Other  exercises,  in  order  of 
their  popularity  were:  calisthenics,  bicycling, 
team  sports,  tennis,  and  swimming. 

• The  largest  percentage,  51.1%,  of  adults  said 
their  job  or  daily  activities  require  a moder- 
ate level  of  physical  effort,  while  35.6%  said 
their  jobs  required  only  light  effort.  The 
smallest  percentage — 13.4% — reported  jobs 
with  heavy  physical  effort.  More  men  re- 
ported light  and  heavy-effort  jobs,  while 
more  women  were  in  the  moderate  category. 

• According  to  self-evaluation,  31.9%  of  adult 
Delawareans,  about  136,000  people,  consider 
themselves  to  be  overweight.  However, 
when  the  respondents’  actual  heights  and 
weights  were  compared  to  insurance  com- 
pany height-weight  standards,  36.5%  of  Del- 
aware’s adult  population  is  significantly  over- 
weight. More  than  143,700  adults,  or  33.6%, 
said  they  are  currently  on  a diet  to  lose  or 
maintain  their  weight. 

• Only  7.8%  of  the  sample  said  they  have  been 
advised  by  their  doctors  to  reduce  their  cho- 
lesterol or  blood  fat  level;  and  86.1%  of  those 
said  they  are  following  the  advice. 

• Of  the  state’s  adults,  72.1%  reported  having 
their  blood  pressure  checked  in  the  past  six 
months;  only  0.2%  said  thev  had  never  had  a 
blood  pressure  check. 

• Of  the  state’s  adults,  21.3%  said  they  had, 
at  some  time,  been  told  by  a doctor  or  a 
nurse  that  they  had  high  blood  pressure. 
Of  those  told  that  they  had  high  blood  pres- 
sure, 76.7%  reported  that  treatment  had  been 
prescribed  for  their  high  blood  pressure;  and 
84.8%  of  those  said  they  were  following  the 
treatment  most  of  the  time.  The  younger 
the  respondent  the  less  likely  he  or  she  was 
to  be  following  the  treatment.  This  means 
that  about  74,400  adult  Delawareans  have 
been  told  at  some  time  that  they  had  high 
blood  pressure  and  have  had  a treatment 
prescribed. 

• As  a result  of  stress,  5.3%  of  the  state’s  adults 
said  they  are  unable  to  do  their  daily  activi- 


ties, but  a larger  group — 13.5% — report  they 
are  often  irritable  because  of  stress.  Another 
45.2%  said  they  are  sometimes  irritable  be- 
cause of  stress. 

• Most  of  the  respondents  use  negative  habits 
in  an  attempt  to  cope  with  stress,  turning 
to  food  (21.6%),  cigarettes  (19.8%),  or  alco- 
hol (4.1%).  The  only  positive  coping  skill 
which  rated  high  was  exercise:  12.7%  said 
they  work  out  their  stress  through  exercise. 
The  largest  percentage  fell  into  the  “other” 
category,  but  when  asked  to  specify,  most  of 
those  said  they  do  nothing  to  cope. 

*In  reading  the  actual  survey  results,  minor  discrepancies  between 
actual  figures  of  the  population  interviewed  and  the  accompanying 
percentages  may  be  noted.  This  is  because  the  percentages  given 
are  weighted  by  the  computer  program  to  make  up  for  any  differ- 
ences between  the  survey  sample  and  actual  population  patterns 
in  Delaware,  as  indicated  by  the  official  U.S.  census. 

Mr.  Fred  Breukelman 

Mr.  Breukelman  is  the  Program  Director  of  the  Office  of  Public 
Health  Education  for  the  State  of  Delaware. 

% % 

FLEXIBLE  FIBEROPTIC  SIGMOIDOSCOPY: 
WHICH  SCOPE? 

Ordinarily,  the  practice  of  medicine  evolves 
quietly.  New  developments  are  usually  ab- 
sorbed into  the  total  medical  system  like  a lake 
absorbs  a drop  of  water.  Once  in  awhile  an 
advance  occurs  that  produces  a ripple  or  even 
a splash.  The  extent  of  flexible  fiberoptic  sig- 
moidoscopy’s (FFS)  ripple  or  splash  has  yet  to 
be  determined,  but  already  this  instrument  has 
been  noticed  by  most  of  us  active  in  medicine. 

In  1974,  the  first  60  cm  flexible  fiberoptic  sig- 
moidoscope was  introduced  for  trial.  The  first 
physicians  to  test  this  equipment  were  those 
experienced  in  endoscopy.  They  called  for  ex- 
treme care  in  its  use  and  recommended  exten- 
sive training  before  any  physician  be  allowed 
to  use  the  FFS  equipment  unsupervised. 

Experience  since  has  shown  that  minimal 
training  is  needed  to  safely  and  effectively  use 
this  new  instrument.  Studies  by  family  phy- 
sicians, as  well  as  gastroenterologists,  and  colo- 
rectal surgeons  have  demonstrated  the  value  of 
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FFS.1'9  Pathology  yields  from  FFS  are  two  to 
three  times  that  of  rigid  sigmoidoscopy.  Since 
this  procedure  is  easy  to  learn  and  productive, 
it  should  no  longer  remain  the  sole  domain  of 
the  specialist. 

In  addition,  flexible  fiberoptic  sigmoidoscopy 
is  preferred  to  rigid  by  most  patients.  The  time 
required  is  usually  only  a few  minutes  more  than 
that  needed  for  the  rigid  scope.  Cost  per  pro- 
cedure is  about  double  to  the  patient,  but  third 
party  carriers  are  reimbursing  physicians  at  ap- 
proximately two  times  the  rigid  rate.  Prepara- 
tion is  easy:  enemas  until  the  returns  are  clear 
one  hour  before  the  examination  is  adequate 
in  over  95 % of  cases.  Flexible  fiberoptic  sig- 
moidoscopy is  more  successful  than  rigid  sig- 
moidoscopy in  examining  the  area  15  to  25  cm 
from  the  reotal  sphincter,  the  area  radiologists 
have  the  most  difficulty  seeing  clearly  because 
of  the  redundancy  of  the  sigmoid  colon. 

Flexible  sigmoidoscopes  are  manufactured  in 
two  lengths.  The  65  cm  (or  60  cm)  length  costs 
approximately  $3,000  (or  more)  including  light 
source,  while  the  35  cm  (or  30  cm)  scope  lists 
for  $1,300,  including  light  source.  According 
to  Rosato  and  Marks10  approximately  63%  of 
polyps  and  bowel  cancer  is  within  reach  of  both 


scopes,  while  only  32%  is  within  reach  of  the  rigid 
scope.  Only  5%  more  polyps  and  bowel  cancers 
will  be  seen  by  examining  the  descending  colon 
with  the  longer  65  cm  FFS  compared  to  the  area 
visible  with  the  shorter  35  cm  scope.  Other 
studies  suggest  a higher  yield  of  pathology  is 
possible  bv  examining  beyond  35  cm  to  60  or 
65  cm. 

The  primary  care  physician  must  first  decide 
whether  or  not  to  invest  in  FFS  equipment.  The 
greatly  increased  pathology  yield,  the  marked 
increase  in  patient  acceptance  because  of  greater 
comfort,  and  the  minimal  extra  time  required  to 
perform  the  test  make  the  FFS  purchase  easy 
to  justify. 

Which  length  scope  should  the  novice  phy- 
sician purchase?  Until  a major  difference  in  ef- 
ficacy is  clearly  proven,  a physician  inexperienced 
in  the  use  of  the  scope  would  likely  invest  in 
the  shorter,  less  expensive  one.  Once  experience 
is  gained,  a patient  population  cultivated,  and 
funds  are  sufficient,  the  physician  may  then 
choose  to  advance  to  the  longer,  more  elaborate 
65  cm  scope. 

Some  experts,  including  Richard  W.  McCallum, 
M.D.,  from  Yale  University  School  of  Medicine, 
would  like  for  all  primary  care  physicians  to  own 
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a 65  cm  scope.  They  suggest  that  the  optics 
may  be  better  and  the  yield  of  pathology  is 
significantly  higher  than  with  the  35  cm  scope. 
However,  many  physicians  appear  to  be  unwill- 
ing to  spend  two  to  three  times  more  for  a pos- 
sibly insignificant  advantage.  In  addition,  a 
mass  purchase  of  flexible  65  cm  scopes  would 
pose  a significantly  greater  strain  on  medical 
cost  containment. 

With  the  current  evidence  available  in  support 
of  flexible  fiberoptic  sigmoidoscopy,  it  would  be 
prudent  for  all  primary  care  physicians  who  do 
sigmoidoscopy  to  learn  how  to  use  a flexible 
scope.  If  funds  are  in  ample  supply  and  interest 
is  high,  a 65  cm  scope  may  be  the  best  purchase 
on  a long  term  basis.  Those  physicians  uninter- 
ested or  unsuccessful  in  FFS,  should  refer  most 
patients  who  need  sigmoidoscopy  to  those  phy- 
sicians who  are  using  a flexible  fiberoptic  sig- 
moidoscope. The  majority  of  physicians,  on  a 


limited  budget  yet  wishing  to  best  serve  their 
patient  population,  would  be  advised  to  invest 
in  the  short  35  cm  scope. 

John  E.  Hocutt,  Jr.,  M.D. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


* 


Brief  Summary.  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor®  (cefaclor  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
inlluenzae,  andS.  pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics.  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening. 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone.  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out. 

Precautions:  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  il  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
pertormed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0 18,  0 20,  0.21,  and  0.16  mcg/ml  at  two,  three, 
four  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor"  (cefaclor,  Lilly)  is  administered  to  a nursing 
woman. 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of  patients 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reporter 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5  percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-iike/eactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor. 
Such  reactions  have  been  reported  more  frequently  in  children  than  ii 
adults.  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported.  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  ol  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients). 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinic; 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatas 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  childre  ’ 
(1  in  40). 

Renal— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 it 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(0617821 


• Many  authorities  attribute  acute  infectious  exacerbation  of  chronic  j 
bronchitis  to  either  S pneumoniae  or  H influenzae  ’ 

Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  thi: 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergies 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  ol  i 
rheumatic  fever  See  prescribing  information 
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In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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Some  ampiciiiin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 
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REPORTS  OF  THE  STANDING 
COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee,  meeting  on  October  11,  1982, 
approved  a budget  expenditure  for  fiscal  1983  of 
$208,686.00.  With  conservatively  estimated  receipts  of 
$211,100.00,  there  is  an  anticipated  surplus  of  $2,414.00. 
The  overall  budget  is  up  only  7%  over  the  fiscal  1982. 

This  year  delegates  will  note  a reduction  in  dues  re- 
ceipts of  $15,000.  This  is  due  to  the  deletion  of  set-aside 
funds  from  the  dues  receipts  that  were  previously  in- 
cluded. The  figure  of  $150,000  thus  reflects  a more 
accurate  figure  as  to  funds  available  for  expenditure. 
Interest  for  the  coming  year  is  calculated  at  a con- 
servative 10%,  although  a slightly  higher  figure  is  antici- 
pated. 

With  respect  to  expenditures,  there  is  7%  increase  in 
salaries  and  employee  benefits  for  qualified  employees, 
20%  in  audit  and  insurance,  and  90%  for  legal  counsel. 
The  latter  was  underbudgeted  for  1982  by  about  $6,500, 
with  the  increased  expense  occasioned  by  the  needed 
counsel  for  various  legislative  and  malpractice  insurance 
demands.  There  are  actual  reductions  or  no  increases 
in  office  maintenance,  Delaware  Academy  of  Medicine 
contribution,  storage,  temporary  secretarial  assistance, 
subscriptions,  and  service  contracts. 

With  the  surplus  anticipated,  there  will  not  be  any 
need  for  a change  in  the  dues  structure. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed  with  a note  of  appreciation  to 
the  staff  and  the  Budget  Committee  on  the  excellent 
management  of  the  Society’s  finances.) 

MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET-1982-1983 

RECEIPTS 

Dues  $150,000.00 

Services  1,600.00 

Claims  Review 4,500.00 

Dividends  and  Interest 50,000.00 

Rosters  5,000.00 

TOTAL  RECEIPTS  $211,100.00 


DISBURSEMENTS 

Office  Personnel 

Employee  Benefits  

$ 13,500.00 

Salaries  

96,600.00 

Employer  Tax  

6,472.00 

Office 

Contribution  to  Academy  . . . 

10,200.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc.  . 

20,200.00 

Service  Contracts/Xerox,  etc. 

7,820.00 

Audit  

2,900.00 

Insurance  

2,800.00 

Kelly  Services  

1,000.00 

Storage  

144.00 

Travel  and  Contingency  .... 

9,350.00 

Subscriptions  

500.00 

Contributions/ Dues  

1,100.00 

Legal  Counsel  

12,000.00 

Public  Relations  

13,200.00 

Committees  and  Contingency 

10,900.00 

TOTAL  DISBURSEMENTS  $208,686.00 

Surplus  2,414.00 

BYLAWS  COMMITTEE 

The  Bylaws  Committee  met  in  October  to  consider 
a change  in  the  Bylaws  because  the  Society  must  not 
engage  in  any  kind  of  negotiations  on  behalf  of  the 
members  and  must  not  interfere  with  its  members’  pric- 
ing practices.  While  legal  counsel  believes  that  the 
function  of  the  Medical  Review  Committee  as  defined 
in  Section  12  of  Article  XIII  of  the  Bylaws  does  not 
violate  the  antitrust  laws,  he  felt  it  would  be  judicious 
for  the  Society  to  revise  Section  12  to  make  it  clear: 

1.  That  the  Medical  Review  Committee  will  consider 
a request  for  the  review  of  the  appropriateness  of  a fee 
charged  in  a particular  case  provided  each  of  the  dis- 
putants agrees  to  participate  on  a purely  voluntary  basis; 

2.  All  determinations  will  be  purely  advisory  in  na- 
ture; 

3.  The  decision  in  each  case  will  be  based  solely  on 
the  facts  and  circumstances  of  the  particular  case; 

4.  All  proceedings  will  be  confidential  and  the  decision 
will  not  be  distributed  beyond  the  patient,  third-party 
payer,  and  physician  involved  in  the  case;  and 

5.  The  Society  will  not  collect  information  on  medical 
fees  nor  conduct  surveys  of  fees. 

After  reviewing  the  situation,  the  Committee  agreed 
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that  Section  12  of  Article  XIII  should  be  changed  by 
adding  the  language  which  is  underlined,  as  follows: 

ARTICLE  XIII 
STANDING  COMMITTEES 
Section  12 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  consists  of  not  less 
than  five  elected  members  appropriately  apportioned 
among  the  counties.  The  Committee  shall  concern  itself 
with  such  matters  as  appropriate  utilization  of  medical 
services  and  facilities  and  the  appropriate  provision  of 
medical  services  to  the  public  in  a cost  effective  manner. 
The  Medical  Review  Committee  shall  also  review  and 
recommend  resolution  of  differences  in  regard  to  a proper 
professional  fee  for  services  rendered,  provided:  (1)  Each 
of  the  disputants  agrees  to  participate  on  a purely  volun- 
tary basis;  (2)  all  determinations  will  be  advisory  in  na- 
ture; (3)  the  decision  in  each  case  will  be  based  solely 
on  the  facts  and  circumstances  of  the  particular  case; 
and  (4)  all  proceedings  will  be  conducted  on  a confi- 
dential basis  and  the  decision  will  not  be  distributed 
beyond  the  disputants.  The  Society  will  not  collect  in- 
formation on  medical  fees  nor  conduct  surveys  of  fees. 
In  addition,  the  Medical  Review  Committee  shall  pro- 
vide assistance  to  Medicare  and  Medicaid  programs  as 
may  be  appropriate;  and  consider  such  other  things  which 
may  properly  be  referred  to  it  by  the  Board  of  Trustees. 

The  Committee  was  also  asked  to  develop  language  for 
the  Bylaws  change  outlined  in  Resolution  82-1,  Method  of 
Officer  Succession,  which  was  adopted  by  the  Board  of 
Trustees  for  submission  to  the  House  of  Delegates.  This 
resolution  specifies  the  following  order  of  succession: 
Vice  President,  President-Elect,  President.  It  is  pro- 
posed that  Article  V be  changed  by  deleting  the  language 
in  brackets  and  by  adding  the  language  which  is  under- 
lined, as  follows: 

ARTICLE  V 
OFFICERS 
Section  7 

VICE  PRESIDENT 

The  Vice  President  shall  assist  the  President  in  the 
discharge  of  his  duties  [and  shall  officiate  for  him  during 
his  absence  or  at  his  request].  The  Vice-President  shall 
be  prepared  to  assume  the  responsibilities  of  the  Presi- 
dent-Elect without  delay  upon  the  expiration  of  the  Vice- 
President’s  term. 

Section  8 

PRESIDENT-ELECT 

The  President-Elect  shall  assist  the  President  in  the 
discharge  of  his  duties  and  may  officiate  [for  him]  dur- 
ing the  absence  of  the  President  [and  the  Vice  President], 
The  President-Elect  shall  be  prepared  to  assume  the 


responsibilities  of  the  presidency  without  delay  upon  the 
expiration  of  the  President’s  term. 

Dene  T.  Walters,  M.D. 

Chairman 

( The  report  was  adopted. ) 

JUDICIAL  COUNCIL 

As  Chairman  of  the  Judicial  Council,  I am  pleased  to 
announce  that  we  were  not  referred  any  cases  for  review 
or  decision  in  the  past  year. 

Hopefully,  as  medicine  has  become  more  complicated 
and  more  diversified,  our  colleagues  will  continue  to  do 
a public  relations  effort  that  will  help  ensure  no  cases 
for  review  for  the  coming  year. 

Marvin  H.  Dorph,  M.D. 

Chairman 

( The  report  was  filed. ) 

MEDICAL  ECONOMICS  COMMITTEE 

The  Medical  Economics  Committee  was  very  active 
during  the  past  year.  It  spent  many  meetings  wrestling 
with  the  question  of  the  Society’s  Health  Insurance  Pro- 
gram. After  reviewing  many  companies  and  many  pos- 
sibilities, it  was  decided  to  remain  with  the  Blue  Cross / 
Blue  Shield  Plan  for  this  year.  This  was  recommended 
to  the  Board  of  Directors  and  was  approved. 

The  second  project  undertaken  by  the  Medical  Eco- 
nomics Committee  was  based  on  two  goals  presented  to 
us  by  the  leadership:  1)  to  attempt  to  make  membership 
in  the  Society  more  attractive  by  providing  a broad 
range  of  insurance  programs  from  which  the  membership 
could  choose  and  2)  to  develop  alternate  sources  of  in- 
come for  the  Society  which  would  assist  in  preventing 
future  dues  increases. 

In  pursuit  of  these  two  goals  the  Medical  Economics 
Committee  has  received  proposals  from  seven  brokers 
both  in  and  out  of  the  State  of  Delaware.  Of  these, 
four  have  been  selected  for  formal  interviews.  It  is 
hoped  that  within  the  next  few  months  one  broker  will 
be  selected  with  whom  the  Society  can  enter  into  a 
“joint  venture”  type  of  agreement  which  will  enable  us 
to  accomplish  these  stated  goals. 

Ben  C.  Corballis,  M.D. 

Chairman 

( The  report  was  filed. ) 

MEDICAL  LIABILITY  INSURANCE 
COMMITTEE 

A year  ago,  the  Board  of  Trustees,  on  the  recommen- 
dation of  Insurance  Buyers  Council,  a consulting  firm 
engaged  by  the  Society,  recommended  that  the  Society 
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continue  to  endorse  the  Aetna  Liability  Insurance  Pro- 
gram at  least  for  another  year. 

IBC  had  reviewed  all  alternatives  available  to  the  So- 
ciety and  after  an  extensive  study  recommended  that 
the  Society  attempt  to  negotiate  certain  areas  of  the  agree- 
ment between  Aetna  and  the  Society.  IBC  went  even 
further  by  stating  that  if  these  areas  were  not  negotiable 
on  the  part  of  Aetna  we  should  probably  attempt  to  nego- 
tiate an  agreement  with  PHICO. 

On  September  7,  1982,  several  members  of  the  Society 
did  meet  with  Aetna  and  Aetna  announced  that  it  wished 
to  alert  the  Society’s  leadership  to  a possible  rate  increase 
of  35-70%. 

On  September  9th,  PHICO  indicated  their  interest  in 
sponsoring  the  Medical  Society  of  Delaware  Liability 
Insurance  Program  beginning  December  1,  1982.  They 
stated  that  they  would  offer  a elaims-made  and  an  oc- 
currence policy  to  the  members  and  were  further  prepared 
to  offer  a five-year  commitment  to  the  Society  with  rates 
that  would  be  approximately  10%  more  than  Aetna’s  rates 
for  1982. 

The  Liability  Insurance  Committee  then  met  with 
Aetna  on  September  14,  1982.  At  this  meeting  Mr.  Fred 
Ives  of  Aetna  announced  that  there  would  be  no  dividend 
this  year  and  that  a rate  increase  of  45%  would  be  in 
effect  for  the  coming  year.  At  this  meeting  Doctor  Zara- 
goza asked  Mr.  Ives  if  there  would  be  any  penalty  to  the 
Society  if  the  Society  withdrew  from  the  Aetna  program; 
Mr.  Ives  answered,  “No.” 

At  the  September  16,  1982  Board  of  Trustees  meeting 
they  adopted  the  Liability  Insurance  Committee’s  report 
that  a Society  sponsored  program  be  developed  with 
PHICO. 

The  Society  has  notified  Aetna  that  they  will  no  longer 
sponsor  the  Aetna  Liability  Insurance  Program  effective 
December  1,  1982  while  at  the  same  time  contracts  are 
being  signed  by  the  Society  and  PHICO  for  a five-year 
period  beginning  December  1,  1982. 

Seminars  are  being  set  up  throughout  the  State  to  in- 
form physicians  about  numerous  advantages  to  an  en- 
dorsed program  with  PHICO  through  Pennsylvania  Casu- 
alty Company. 

James  B.  McClements,  M.D. 

Chairman 

( The  report  was  filed. ) 

MEDICAL  REVIEW  COMMITTEE 

Due  to  the  Supreme  Court  decision  of  June  18,  1982, 
in  Arizona  vs.  Maricopa  County  Medical  Society,  et  al, 
the  future  direction  of  the  Medical  Review  Committee 
is  in  a state  of  flux.  Dr.  Rafael  A.  Zaragoza,  with  the 
advice  of  our  legal  counsel,  has  proposed  changes  in  our 
bylaws  so  that  the  function  of  the  Medical  Review  Com- 
mittee does  not  violate  antitrust  laws  and  would  be  in 
concurrence  with  the  recent  Supreme  Court  decision. 
Also  under  review  are  proposals  to  make  changes,  legis- 
latively, in  Delaware  that  would  better  enable  the  Medi- 


cal Review  Committee  to  act  without  fear  of  antitrust 
violation.  The  continued  effective  function  of  the  Medi- 
cal Review  Committee  is  important,  both  to  the  citizens 
of  Delaware  as  well  as  the  physicians.  Without  a com- 
mittee to  effectively  review  appropriateness  of  medical 
services  and  provision  of  medical  services  in  a cost- 
effective  manner,  these  matters  would  largely  be  left  to 
third-party  carriers  to  make  unilateral  and,  at  times, 
even  uninformed  decisions  regarding  medical  services. 
Support  for  these  bylaw  changes  is  recommended,  as 
well  as  support  for  enabling  laws  from  the  State  legis- 
lature. 

Prior  to  the  decision,  the  Medical  Review  Committee 
had  continued  to  function  and  make  recommendations 
regarding  the  appropriateness  of  fees  for  individual  pro- 
cedures, as  well  as  a recommendation  that  all  medical 
subspecialists  be  classified  together  as  a group  for  consult- 
ing purposes  and  a computation  of  the  90th  percentile  for- 
mula be  done  as  a group.  This  grouping  would  be  for 
consulting  purposes  only,  and  for  consultations  related  to 
the  physicians’  subspecialty. 

It  is  the  recommendation  of  the  Chairman  that  the 
Medical  Review  Committee  continue  to  function  as  a 
viable  Committee  within  the  bylaws  change  as  recom- 
mended by  Dr.  Zaragoza,  and  that  efforts  be  continued 
for  enabling  legislation  at  the  state  level. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

( The  report  was  filed. ) 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

New  Castle  County: 

At  the  October  20,  1982,  meeting  of  the  Committee, 
Dr.  Gustave  Berger  summarized  the  most  important  cases 
that  have  been  the  center  of  focus  for  the  New  Castle 
County  Peer  Review  Committee  during  the  past  year. 

1.  The  pattern  of  practice  of  two  physicians,  particu- 
larly as  it  pertains  to  Medicaid  patients,  has  been  referred 
to  the  Board  of  Medical  Practice. 

2.  Dr.  Berger  has  continued  to  have  contact  with  the 
Attorney  General’s  office  even  though  there  have  been 
no  problems  with  Medicaid  billings  over  the  last  couple 
of  months.  Dr.  Berger  feels  we  should  continue  to  alert 
physicians  to  what  is  happening  in  the  Medicaid  fraud 
unit  and  to  apprise  physicians  of  changes  in  the  Medicaid 
regulations. 

3.  Another  problem  involved  a family  who  appeared 
to  be  overutilizing  Medicaid  funds  and  three  physicians. 
The  patient  was  indeed  overutilizing  the  system  and  none 
of  the  physicians  were  at  fault.  This  family  was  getting 
50  to  60  Talwin  a day  and  one  member  of  the  family  had 
had  four  CAT  scans  in  a three-month  period.  The  prob- 
lem in  this  case  was  with  the  patient  withholding  in- 
formation from  the  involved  physicians.  Medicaid  can 
assign  overutilizers  to  one  primary  physician;  this  has 
been  done. 
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4.  Another  problem  brought  to  the  Committee  con- 
cerned how  a patient  goes  to  a Social  Security  Office 
for  disability  determination,  is  referred  to  Vocational 
Rehabilitation,  who  then  refers  the  patient  to  various 
agencies.  All  information  should  be  referred  back  to 
the  primary  physician  and  of  course  the  family  phy- 
sician may  do  the  physical. 

5.  An  extensive  study  concerning  the  practices  of  the 
trainers  in  the  Athletic  Department  at  a university  was 
done  by  the  Committee.  Concern  was  expressed  that 
an  employee  at  a university  might  be  practicing  medicine. 
As  a result  of  this  investigation  by  the  New  Castle  County 
Peer  Review  Committee  many  changes  have  been  put 
into  effect  concerning  the  health  care  for  sports  partici- 
pants, particularly  at  the  field  house.  This  continues 
to  be  closely  monitored. 

6.  Another  matter  at  an  educational  institution  con- 
cerns a medical  doctor  who  may  or  may  not  be  mis- 
representing his  position  with  the  school.  No  decision 
has  been  rendered  in  this  matter. 

7.  The  Committee  plans  to  review  the  utilization  at 
free-standing  emergency  rooms. 

8.  Dr.  Berger  noted  that  if  Blue  Shield  does  not  see 
evidence  that  a physician  has  visited  the  patient  through 
physician  progress  notes,  orders,  or  nurses’  notes,  the 
physician  may  not  get  paid. 

9.  The  Committee  will  be  investigating  the  use  of  an 
anti-hypertensive  drug  being  controlled  by  a nurse  rather 
than  the  physician. 

Kent  County: 

Dr.  Venerando  J.  Maximo  stated  that  he  did  not  know 
of  any  major  problems  in  Kent  County.  Those  that  they 
had  seemed  to  be  a matter  of  personalities. 

Sussex  County: 

Dr.  Edward  F.  Quinn  reported  that  complaints  in 
Sussex  County  go  to  the  State  Society  and  are  then 
tunneled  back  to  the  Executive  Committee  of  the  Sussex 
County  Medical  Society. 

Dr.  Quinn  stated  that  in  one  case  he  had  had  an  un- 
happy patient  because  the  patient  did  not  want  to  go 
back  to  work.  He  also  added  that  he  had  been  written 
up  in  the  weekly  paper  because  he  wouldn’t  say  the  pa- 
tient had  a disease  when  the  patient  didn’t. 

Another  complaint  investigated  by  the  Sussex  County 
Medical  Society  concerned  a patient  who  alleged  that  a 
physician  did  not  act  professionally  and  that  the  phy- 
sician was  incompetent  in  not  diagnosing  the  patient’s 
condition. 

Lastly,  the  State  Peer  Review  Committee  recommended 
that  the  House  of  Delegates  approve  the  development  of 
appropriate  measures  to  allow  through  legislation  and/or 
liaison  with  the  Board  of  Medical  Practice  for  the  ap- 
pointment of  committees  in  the  three  counties  to  review 
unusual  fees  or  practices. 

Jane  C.  Straughn,  M.D. 

Chairman 

( The  report  was  adopted. ) 


PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Meeting  of 
the  Medical  Society  of  Delaware  on  November  20,  1982. 

9:15  “COMPUTERS  IN  CLINICAL  PATIENT 

a.m.  CARE” 

Michael  A.  Jenkin,  M.D.,  Medical  Scientist, 
Computer  Sciences  Corporation,  Falls  Church, 
Virginia 

10:00  “BIOELECTRICITY  IN  ORTHOPAEDICS” 

R.  Bruce  Heppenstall,  M.D.,  Professor  of  Ortho- 
paedic Surgery,  The  University  of  Pennsylvania 
School  of  Medicine 

11:15  “DYNAMIC  SPATIAL  RECONSTRUCTION” 
Erik  L.  Ritman,  M.D.,  Professor  of  Physiology 
and  Medicine  and  Head  of  Biodynamics  Re- 
search Unit,  Mayo  Medical  School 

12:30  “SOLAR  CHALLENGER” 

p.m.  Mr.  Richard  J.  Woodward,  Public  Affairs  De- 
partment, E.  I.  du  Pont  de  Nemours  and  Co. 

2:00  “LITTLE  PEOPLE  OF  AMERICA” 

Charles  I.  Scott,  M.D.,  Director  of  Genetics, 
Alfred  I.  du  Pont  Institute 

2:45  “PRINCIPLES  AND  CLINICAL  APPLICA- 
TION OF  NUCLEAR  MAGNETIC  RESON- 
ANCE (NMR)  IMAGING” 

Thomas  J.  Brady,  M.D.,  Assistant  Professor  of 
Radiology,  Harvard  Medical  School;  Director 
of  Clinical  NMR  Imaging,  Massachusetts  Gen- 
eral Hospital 

Suggestions  for  topics  for  next  year’s  meeting  will  be 
welcomed  by  the  incoming  President. 

Henry  R.  Cowell,  M.D. 

Chairman 

( The  report  was  filed  with  commendation  for  the  Com- 
mittee for  developing  a program  which  addresses  the 
present  and  future  needs  and  direction  of  our  members. ) 

PUBLIC  AND  PROFESSIONAL  EDUCATION 
COMMITTEE 

The  1980  recommendations  of  the  Public  and  Pro- 
fessional Education  Committee  regarding  continuing 
medical  education  requirements  for  Medical  Society  mem- 
bership became  effective  January  1,  1982.  Nearly  all 
members  had  completed  the  required  education  credits, 
but  many  did  not  have  these  documented  with  the  Medi- 
cal Society.  This  was  cleared  up  in  a few  months. 

The  Public  and  Professional  Education  Committee  met 
July  15,  1982.  At  this  meeting  it  was  reported  that  fol- 
lowing a site  visit  to  the  Veterans  Administration  Center 
they  had  been  approved  to  conduct  Category  I CME 
programs  for  a two-year  period  at  the  end  of  which  time 
they  will  be  resurveyed. 
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The  statewide  continuing  medical  education  program 
for  physicians  was  also  discussed  at  this  meeting.  The 
Medical  Society  of  Delaware,  working  with  Jefferson 
Medical  College,  The  Wilmington  Medical  Center,  and 
the  University  of  Delaware,  has  offered  monthly  seminars 
in  hospitals  throughout  the  state  for  the  past  twelve  years. 
Interest  in  such  seminars  has  gradually  increased  to  the 
point  where  many  hospitals  are  now  conducting  educa- 
tional programs  of  their  own  in  addition  to  these  spon- 
sored by  the  Medical  Society.  The  cost  of  running 
duplicate  programs  has  become  a deterrent  to  some 
physicians,  and  although  attendance  remains  good  at 
most  Medical  Society  sponsored  seminars  there  is  de- 
veloping in  many  hospitals  the  feeling  that  these  might 
well  be  discontinued.  The  extent  of  this  feeling  needs 
to  be  evaluated,  and  we  need  to  identify  possible  alterna- 
tive solutions  to  this  problem.  It  is  the  recommendation 
of  the  Public  and  Professional  Education  Committee  that 
the  Medical  Society  of  Delaware  continue  to  sponsor  a 
program  of  monthly  seminars  in  all  hospitals  in  Kent 
County  and  Sussex  County  and  such  other  hospitals  as 
may  be  interested. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  filed.) 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  held  seven  meetings  from 
January  6 through  June  16,  1982.  It  considered  a total 
of  72  Bills  and  Resolutions  and  made  recommendations 
to  the  Board  concerning  most  of  them. 

The  committee  was  provided  excellent  support  by  the 
Staft  of  the  Medical  Society  of  Delaware. 

Allston  J.  Morris,  M.D. 

Chairman 

( The  report  was  filed  and  the  Public  Laws  Committee 
commended  on  its  work.  It  was  respectfully  suggested 
that  subsequent  reports  detail  some  of  this  work  for  the 
information  of  the  delegates. ) 

PUBLICATION  COMMITTEE 

The  Delaware  Medical  Journal  continues  to  be  a 
journal  primarily  written  by  members  of  the  Medical 
Society  of  Delaware.  Volume  53  contained  38  original 
papers,  29  editorials,  and  40  book  reviews.  Fifteen  of 
the  papers  were  by  Medical  Society  of  Delaware  authors 
and  most  of  the  remaining  papers  were  adapted  from 
presentations  at  various  Delaware  medical  institutions. 
Twenty-seven  of  the  editorials  were  by  Medical  Society 
of  Delaware  members  as  were  28  of  the  40  book  reviews. 

Production  of  a new  Delaware  Medical  Journal  each 
month  is  the  result  of  hard  work  by  many  people  in- 
cluding the  staff  of  the  Medical  Society  of  Delaware,  the 
members  of  the  Publication  Committee,  and  the  Editorial 
Board.  At  the  present  time,  the  Publication  Committee 
consists  of  Stephen  II.  Franklin,  M.D.,  William  J.  Hollo- 


way, M.D.,  Joseph  F.  Kestner,  Jr.,  M.D.,  Robert  C. 
Knowles,  M.D.,  E.  Wayne  Martz,  M.D.,  James  P.  Marvel, 
Jr.,  M.D.,  Richard  H.  Morgan,  M.D.,  P.  John  Pegg, 
M.D.,  William  A.  Taylor,  M.D.,  and  John  S.  Wills,  M.D. 
Dr.  Martz  is  book  review  editor;  Dr.  Wills  edits  the 
View  Box. 

The  members  of  the  Editorial  Board  are  Robert  Abel, 
Jr.,  M.D.,  James  R.  Bowen,  M.D.,  Alan  J.  Fink,  M.D., 
Sandra  C.  Foote,  M.D.,  Carl  I.  Glassman,  M.D.,  O. 
Keith  Hamilton,  M.D.,  John  E.  Hocutt,  Jr.,  M.D., 
William  L.  Jaffee,  M.D.,  Warren  R.  Johnson,  M.D., 
Jeffry  I.  Komins,  M.D.,  James  H.  Newman,  M.D.,  David 
V.  Pecora,  M.D.,  Mansour  Saberi,  M.D.,  William  L. 
Sprout,  M.D.,  Marquerite  D.  Thew,  M.D.,  Rubin  A. 
Teixido,  M.D.,  Roger  B.  Thomas,  Jr.,  M.D.,  and  Timothy 
F.  Wozniak,  M.D. 

During  the  past  year,  the  editor  has  had  occasion  to 
visit  the  libraries  of  Harvard  LIniversity  Medical  College 
and  Jeflerson  Medical  College,  as  well  as  the  libraries 
of  the  University  of  Delaware  and  the  Philadelphia  Col- 
lege of  Physicians.  It  was  with  particular  pride  that 
the  new  red-covered  Delaware  Medical  Journal  was 
noted  on  their  shelves.  That  a medical  society  whose 
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membership  is  as  limited  by  geography  as  ours  can  con- 
tinue to  publish  a monthly  medical  journal  should  be 
a source  of  pride  for  all  Medical  Society  of  Delaware 
members. 

Suggestions  for  its  improvement  as  well  as  papers, 
editorials,  letters,  and  book  reviews  will  be  welcomed 
for  Volume  55. 

Bernadine  Z.  Paulshock,  M.D. 

Chairman 

Editor,  Delaware  Medical  Journal 

( The  report  was  filed. ) 

DELAWARE  MEDICAL  JOURNAL 

Statement  of  Receipts  and  Disbursements 

1/1/81-  1/1/82 
10/31/81  10/31/82 

$ 664.03  $ 1,371.89 

30,562.75  25,029.10 

32,441.85  26,179.81 

(1,215.07)  221.18 

1,684.50  1,703.69 

Anne  Shane  Bader 
Business  Manager 

( The  report  was  filed. ) 

REPORTS  OF  SPECIAL  COMMITTEES 

COMMITTEE  ON  AGING 

The  Committee  on  Aging  met  twice  during  1982. 
Discussion  has  centered  around  the  State  and  Federal 
long-term  care  system  for  the  elderly  which  is  currently 
being  completed  and  implemented. 

It  also  came  to  our  attention  during  the  course  of  the 
year  that  there  is  a significant  problem  nationally  as  well 
as  at  the  State  level  in  regard  to  abuse  of  elderly  people. 
The  State  of  Delaware  has  now  set  up  an  agency  to  deal 
more  specifically  with  this  problem.  Also,  certain  Com- 


mittee members  during  the  year  expressed  the  opinion 
that  we  might  look  into  the  area  of  geriatric  training  in 
medical  school. 

We  have  again  agreed  to  develop  a manual  of  re- 
sources for  the  elderly  with  the  Division  of  Aging.  It 
has  become  obvious  to  the  members  of  this  Committee 
that  there  are  many  diverse  interests  involved  in  the 
care  of  the  elderly  in  medical  matters  and  this  makes 
the  job  of  coordination  most  difficult. 

Over  the  course  of  the  next  year  we  hope  to  obtain 
a clearer  picture  of  what  the  State  of  Delaware  proposes 
to  do  in  implementing  its  long-term  care  system  so  that 
we  can  impact  on  these  developments  in  a positive 
fashion. 

Stephen  L.  Hershey,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  ON  THE 
ALFRED  I.  du  PONT  INSTITUTE 

The  Committee  was  hosted  by  Dr.  Dean  G.  MacEwen 
and  members  of  his  staff. 

The  group  again  had  the  rare  privilege  of  touring  the 
new  facility  which  is  scheduled,  in  part,  to  open  in  De- 
cember, 1982.  Certainly,  the  most  modern  technology 
is  evidenced  throughout  this  beautiful  facility.  The  phy- 
sicians were  particularly  impressed  with  the  way 
records  can  move  in  a timely  fashion,  from  one  area 
of  the  hospital  to  another  area  of  the  hospital  via  a 
conveyor  belt. 

Optimum  attention  needs  to  be  paid  to  the  relationship 
between  the  physicians  in  the  community  and  those  at 
the  Institute  so  that  a positive  contribution  can  be  made 
to  the  people  in  Delaware. 

As  a result  of  this  meeting,  pediatricians  in  the  com- 
munity will  be  meeting  with  some  members  of  the  Insti- 
tute to  discuss  topics  of  mutual  benefit. 
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It  is  important  that  the  lines  of  communication  be 
kept  open  by  everyone  involved. 

Rafael  A.  Zaragoza,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  ON  ALTERNATIVE  METHODS 
OF  HEALTH  CARE  DELIVERY  AND 
HEALTH  PLANNING 

During  the  year,  because  of  the  departure  of  Dr. 
Charles  M.  Smith,  the  Committee  to  Monitor  Health 
Planning,  which  Dr.  Smith  formerly  chaired,  was  merged 
with  the  Committee  to  Study  Alternative  Methods  of 
Health  Care  Delivery.  These  joint  Committees  held  a 
meeting  on  October  4,  1982. 

An  invited  guest  at  that  meeting  was  Mr.  Gary  Fergu- 
son, Executive  Director  of  the  Delaware  Health  Council. 
Mr.  Ferguson  was  invited  to  discuss  the  status  of  future 
health  planning  in  Delaware  and  he  gave  a detailed 
and  informative  report  regarding  health  planning,  utiliza- 
tion review,  preferred  provider  organizations,  Medicare 
and  Medicaid.  It  was  the  opinion  of  the  Committee 
that  the  Medical  Society  continue  to  support  organized 
health  planning  in  the  State  of  Delaware. 

The  Committee  also  recommended  to  the  Board  of 
Trustees  that  the  Medical  Society  initiate  planning  to 
develop  an  Independent  Practice  Association  under  the 
direction  of  the  Medical  Society.  It  was  further  pro- 
posed that  information  regarding  the  IPA  contract  be 
offered  to  the  delegates  at  the  time  of  the  Annual  Meet- 
ing. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

( The  report  was  adopted. ) 

CULTURAL  AND  HISTORICAL  COMMITTEE 

The  Cultural  and  Historical  Committee  has  had  an 
active  year  promoting  Delaware’s  medical  history  through 
displays,  published  articles,  and  lectures. 

Several  articles  of  historical  significance  were  pub- 
lished in  the  Delaware  Medical  Journal  during  the  past 
year.  The  lead  article  in  the  May  issue  was  an  article 
by  Dr.  Henry  R.  Cowell  on  Dr.  John  J.  Jones,  who  in 
1889  surgically  removed  the  entire  shaft  of  the  femur 
from  a two-year-old  child  with  osteomyelitis,  and  the 
eventual  complete  recovery  of  that  child.  An  article 
on  Dr.  John  Janvier  Black  of  New  Castle  appeared  in 
the  April  issue  of  the  Journal.  Dr.  Black  was  instru- 
mental in  forming  the  National  Tuberculosis  Association 
and  the  Delaware  Anti-Tuberculosis  Society,  which  have 
since  evolved  into  the  American  Lung  Association  and 
the  Delaware  Lung  Association  respectively. 

Many  favorable  comments  have  been  received  on  the 
historical  exhibits  which  appeared  in  the  display  case 
in  the  lobby  of  the  Delaware  Academy  of  Medicine 
Building  throughout  the  year.  Highlighting  the  year’s 


exhibits  were  infant  feeding  utensils  from  the  collection 
of  Dr.  Margaret  Handy,  made  possible  through  the 
courtesy  of  Dr.  Katherine  Esterly;  Dr.  Cowell’s  display 
which  featured  a femur  taken  from  a two-year-old  with 
osteomyelitis  as  described  in  his  article;  a display  by  the 
American  Lung  Association  for  their  75th  Anniversary; 
and  the  current  display  of  medical  memorabilia  from 
the  collection  of  Dr.  Everett  D.  Bryan.  Dr.  James  T. 
Metzger  is  scheduled  to  put  together  an  exhibit  on  the 
history  of  plastic  surgery  following  Dr.  Bryan’s  exhibit. 

Plans  have  been  discussed  to  compile  sources  for 
writing  an  updated  history  of  the  Medical  Society  of 
Delaware  for  its  upcoming  200th  Anniversary.  The 
committee  agreed  the  project  might  begin  with  inter- 
views of  several  older  Delaware  physicians.  Mrs.  Eliza- 
beth Moyer,  former  Curator  of  the  Mutter  Museum  at 
the  College  of  Physicians  in  Philadelphia,  might  be 
willing  to  help  with  this  project.  It  was  also  suggested 
that  Mr.  Bill  Frank  of  the  News-Journal  would  be  of 
invaluable  help  in  assisting  with  the  interviewing.  He 
has  been  approached  and  has  indicated  he  would  be 
willing  to  consider  working  with  the  committee  on  this 
project. 

The  Committee  has  also  recommended  that  a bronze 
plaque  honoring  Dr.  Donald  W.  Cheff,  the  only  Delaware 
doctor  killed  in  World  War  II,  be  placed  in  the  lobby 
of  the  Academy  of  Medicine  building. 

The  cataloging  of  old  medical  books  in  the  Academy 
of  Medicine  library  has  been  completed,  and  a more 
complete  cataloging  of  the  other  artifacts  is  underway. 

An  interesting  and  well-attended  medical  history  lec- 
ture sponsored  by  the  Cultural  and  Historical  Committee, 
and  the  Departments  of  Medicine,  Family  Practice,  and 
Medical  Education  was  held  on  October  27th  at  the 
Delaware  Division  of  The  Wilmington  Medical  Center. 
Michael  R.  Zimmerman,  M.D.,  Ph.D.,  Chief  of  Anatomical 
Pathology  at  Jeanes  Hospital  in  Philadelphia,  spoke  on 
“Atherosclerosis  in  Antiquity:  The  Evidence  from  the 
Mummies.”  ^ 

The  Committee  will  again  provide  a display  for  the 
Society’s  Annual  Meeting  in  November.  Dr.  Metzger, 
Chairman  of  the  Physician’s  Art  Exhibit  to  be  held  in 
conjunction  with  the  Annual  Meeting,  agreed  to  co- 
ordinate the  Committee’s  exhibit.  Dr.  Allen  C.  Wooden 
will  put  together  a display  of  turn-of-the-century  doc- 
tors’ bags. 

Lewis  B.  Flinn,  M.D. 

Chairman 

(The  report  was  filed  and  the  Cultural  and  Historical 
Committee  commended  for  its  efforts  and  an  excellent 
report. ) 

ENVIRONMENTAL,  PUBLIC  HEALTH,  AND 
VENEREAL  DISEASE  COMMITTEE 

The  Environmental,  Public  Health,  and  Venereal  Dis- 
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ease  Committee  has  held  two  meetings  during  the  year 
of  1982. 

Dr.  Lyman  J.  Olsen,  Director  of  the  Division  of  Public 
Health,  was  a guest  speaker  at  the  meeting  held  on 
July  13,  1982.  He  spoke  on  child  abuse  and  infant 
death  in  Delaware.  His  presentation  included  material 
on  the  historical  background  of  the  problem  of  abuse 
and  presented  statistics  on  its  incidence  as  well  as  signs 
for  early  diagnosis.  He  also  discussed  the  importance 
of  a team  effort  in  dealing  with  this  type  of  problem. 
In  many  cases,  a recurrence  of  abuse  can  be  prevented 
by  working  with  the  child’s  family.  In  approximately 
90%  of  the  cases,  the  involved  parents  who  abuse  their 
children  are  not  homicidal  but  are  just  out  of  control  in 
crisis  situations.  The  national  incidence  of  abuse  is  3.5 
per  1,000  children.  The  known  incidence  in  Delaware 
is  below  the  national  average  since  only  two  confirmed 
deaths  due  to  child  abuse  have  surfaced  in  Delaware 
recently. 

Following  Dr.  Olsen’s  presentation,  the  Committee 
then  discussed  the  system  which  has  been  proposed  for 
reporting  exposure  to  ionizing  radiation  for  individuals 
in  Delaware.  Legislation  in  Dover  had  been  calling  for 
such  reporting,  but  did  not  pass  the  last  General  As- 
sembly. The  Committee  agreed  that  this  was  a good 
idea  in  general,  but  was  not  sure  if  it  was  feasible  for 
implementation  at  this  time.  It  was  the  Committee’s 
feeling  that  rather  than  keeping  records  on  all  exposures 
with  ionizing  radiation,  a higher  priority  would  be  to 
inspect  and  calibrate  x-ray  equipment  and  other  sources 
of  ionizing  radiation  in  a more  active  and  thorough 
fashion.  The  licensing  of  x-ray  technicians  was  also 
identified  as  a way  to  improve  the  standards  of  adminis- 
tration of  ionizing  radiation  in  Delaware. 

The  second  meeting  was  held  on  October  6,  1982. 
It  was  a joint  meeting  with  the  Committee  on  Nuclear 
Energy  and  Safety,  and  featured  the  presentation  of  a 
sixteen  millimeter  film  called  The  Last  Epidemic.  The 


purpose  for  showing  this  film  was  for  the  committee  to 
decide  whether  the  film  would  be  advisable  to  be  shown 
at  a meeting  of  the  physicians  of  the  Medical  Society  of 
Delaware.  The  film  deals  with  medical  consequences 
of  nuclear  weapons  and  nuclear  war  based  on  a meeting 
sponsored  by  the  Physicians  for  Social  Responsibility  in 
San  Francisco  in  November,  1980.  It  appears  to  be 
well  made  and  shows  convincing  evidence  that  in  case 
of  a nuclear  war  there  will  be  no  winner,  and  there 
will  also  be  no  chance  for  survival  within  an  area  many 
miles  distant  from  the  point  of  nuclear  explosion. 

Following  the  film  presentation,  a lively  discussion 
started,  and  it  was  the  consensus  of  all  persons  present 
that  this  film  should  be  recommended  to  the  Medical 
Society  and  also  to  other  institutions  including  high 
school  students,  college  students,  The  American  Cancer 
Society  and  religious  groups  for  generalized  showing. 
Arrangements  will  now  be  made  to  have  this  film  avail- 
able at  one  of  the  next  general  meetings  of  the  Medical 
Society  of  Delaware. 

Ekkehard  S.  Schubert,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  FOR  THE 
IMPAIRED  PHYSICIAN 

The  Committee  for  the  Impaired  Physician  has  held 
two  meetings  this  year.  We  have  followed  up  on  four 
cases  referred  to  us  by  the  medical  community.  One 
physician  retired;  two  sought  treatment  and  have  re- 
turned to  practice.  The  fourth  physician  is  considering 
treatment. 

Under  the  aegis  of  Dr.  Janet  Kramer,  a Resident  Life 
Advisory  Board  was  organized  and  several  meetings 
dealing  with  stress  management  etc.  were  held. 

In  addition.  Dr.  Kramer  attended  the  AMA’s  Fifth 
Annual  Conference  on  the  Impaired  Physician. 
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We  continue  to  stress  that  we  are  a committee  of 
advocacy  concerning  aid  to  the  impaired  physician  and, 
as  would  be  expected,  that  our  operations  are  absolutely 
confidential. 

Robert  T.  Beattie,  M.D. 

Chairman 

( The  report  was  filed. ) 

MATERNAL  AND  CHILD  CARE 
COMMITTEE 

The  Maternal  and  Child  Care  Committee  met  in 
Dover  October  12,  1982. 

In  discussing  regionalized  care  for  the  high  risk  ob- 
stetrical patient,  the  Committee  noted  that  because  it  is 
not  feasible  for  downstate  doctors  to  travel  to  Wilming- 
ton to  manage  their  patients,  it  is  necessary  to  have  a 
satisfactory  referral  system.  Referrals  can  be  done  inde- 
pendently, or  the  patient  can  be  referred  to  the  Chief 
Resident  on  call  at  The  Wilmington  Medical  Center. 
There  appear  to  be  no  serious  problems  with  the  latter 
situation.  Dr.  Slate  noted  that  ward  service  schedules 
are  prepared  far  in  advance  and  offered  to  make  these 
available  to  the  downstate  hospitals.  It  was  felt  that 
communication  from  the  resident  staff  regarding  patients 
sent  up  to  The  Wilmington  Medical  Center  is  important 
to  referring  physicians.  It  was  the  consensus  of  the 
Committee  that  referrals  from  downstate  provide  the 
residents  with  good  cases  and  that  the  residents  can  be 
made  aware  of  the  need  for  adequate  communication 
with  the  referring  physician. 

It  was  noted  that  Dr.  Slate  is  developing  a standard 
form  to  serve  as  a labor  record  and  that  the  data  will 
eventually  be  computerized.  The  Committee  recom- 
mended that  the  form,  when  finalized,  be  sent  to  hospitals 
in  Kent  and  Sussex  Counties  as  they  might  be  interested 
in  adopting  it  also.  It  was  suggested  that  with  input 
from  the  pediatricians  it  might  eventually  be  possible  for 
birth  certificates,  along  with  a record  of  any  anomalies, 
to  be  produced  by  the  computer. 

Delaware  statistics  on  infant  mortality  were  reviewed. 
In  1981  Delaware’s  infant  death  rate  was  12.49.  (The 
neonatal  death  rate  was  9.60. ) In  1981  the  number  of 
infant  deaths  was  116,  down  from  132  in  1980.  The 
breakdown  is  as  follows: 

66  — prematurity 
22  — congenital  anomalies 
6 - SIDS 
2 — child  abuse 
20  — other 

Of  the  116  infant  deaths,  66  occurred  in  the  first 
24  hours,  22  in  the  first  week,  eight  between  one  week 
and  one  month,  and  20  between  one  month  and  one  year. 
It  was  also  noted  that  in  1981  there  were  110  fetal  deaths. 
Delaware’s  statistics  are  comparable  with  the  other  states 
in  its  region  ( Maryland,  Pennsylvania,  West  Virginia, 


Washington,  D.C.)  except  in  the  area  of  deaths  due  to 
prematurity.  There  were  no  maternal  deaths  in  1981. 

In  response  to  discussion  concerning  what  needs  to  be 
done,  Committee  members  recognized  the  importance  of 
early  referral  of  high  risk  obstetrical  patients  or  the  high 
risk  infant  but  felt  this  was  being  done.  Several  phy- 
sicians suggested  that  what  is  needed  is  a well-developed 
health  education  program  but  were  not  sure  of  what 
role  the  Medical  Society  of  Delaware  should  have  in 
such  a program. 

It  was  suggested  that  it  would  be  worthwhile  to  review 
the  charts  of  the  infant  deaths  in  Delaware  in  1980 
and  1981  in  order  to  gain  more  information  on  the  causes 
of  death.  Is  lack  of  prenatal  care  as  significant  as  some 
people  think?  What  other  factors  are  involved  that 
might  be  helpful  in  deciding  what  needs  to  be  done? 
Dr.  Johnson  agreed  to  design  a study  in  order  to  assure 
uniformity  and  several  Committee  members  volunteered 
to  review  the  charts  in  each  of  the  three  counties.  It 
was  felt  this  can  be  accomplished  without  any  violation 
of  Federal  laws  pertaining  to  confidentiality.  The  Com- 
mittee voted  to  move  ahead  with  the  review  of  the  infant 
deaths  in  1980  and  1981  in  Delaware  in  an  effort  to 
identify  what  problems  there  were  and  to  develop  a 
recommendation  or  recommendations  to  reduce  infant 
mortality. 

One  physician  brought  to  the  Committee  his  concern 
that  the  state  pays  for  only  one  non-stress  test  for  Medi- 
caid patients.  It  was  suggested  that  as  a first  step  he 
might  apply  for  individual  consideration  when  he  felt 
testing  should  be  funded  for  an  individual  patient.  Dr. 
Olsen  said  that  letters  asking  for  individual  considera- 
tion can  be  addressed  to  Mr.  Charles  Hayworth,  Director 
of  the  Division  of  Economic  Services.  It  was  noted  that 
this  is  not  so  much  a problem  in  Wilmington  as  patients 
are  receiving  the  tests  at  The  Wilmington  Medical  Cen- 
ter. 

Another  matter  discussed  by  the  Committee  is  the  use 
of  silver  nitrate  for  newborn  eye  prophylaxis.  Another 
drug,  Erythromycin,  has  been  developed  for  this  pur- 
pose and  it  was  suggested  that  hospitals  be  allowed  to 
use  their  discretion  in  what  prophylaxis  is  used.  This 
was  deferred  when  Dr.  Olsen  stated  that  the  Division 
of  Public  Health  is  at  present  re-writing  the  Communi- 
cable Disease  Code. 

The  Committee  agreed  that  consideration  of  an  edu- 
cational seminar  should  be  postponed  until  after  the 
infant  death  chart  review  project  has  been  completed. 

The  Committee  plans  to  meet  again  when  appropriate 
for  a progress  report  on  the  above  project. 

John  F.  Gehret,  M.D. 

Chairman 

(The  report  was  filed  with  encouragement  for  the  study 
mentioned  in  the  report  that  will  investigate  the  causes 
of  infant  deaths. ) 
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DIVISION  OF  PUBLIC  HEALTH 
DEPARTMENT  OF  HEALTH  AND  SOCIAL  SERVICES 
DELAWARE  INFANT  AND  NEONATAL  MORTALITY  FOR  THE  YEAR  1981 


Neonatal 

Later  Infancy 

Later 

1-6 

7-28 

Deaths  Under 

Neonatal 

29  Days  Thru 

Infancy 

Infant  Deaths 

No.  of 

* Infant  * 

Days 

Days 

29  Days 

Death  Rate 

Under  1 Yr. 

Rate 

Under  1 Yr. 

Births 

Death  Rate 

Kent 

Caucasion 

6 

0 

6 

5.04 

4 

3.36 

10 

1190 

8.40 

County 

Other 

7 

0 

7 

14.03 

0 

0.00 

7 

499 

14.03 

Total 

13 

0 

13 

7.70 

4 

2.37 

17 

1689 

10.07 

New  Castle 

Caucasion 

29 

2 

31 

7.29 

9 

2.12 

40 

4251 

9.41 

County 

Other 

30 

1 

31 

21.92 

7 

4.95 

38 

1414 

26.87 

Total 

59 

3 

62 

10.94 

16 

2.82 

78 

5665 

13.77 

Sussex 

Caucasion 

2 

1 

3 

3.54 

2 

2.36 

5 

847 

5.90 

County 

Other 

5 

0 

5 

11.21 

3 

6.73 

8 

446 

17.94 

Total 

7 

1 

8 

6.19 

5 

3.87 

13 

1293 

10.05 

Town  of 

Caucasion 

4 

0 

4 

7.62 

4 

7.62 

8 

525 

15.24 

Wilmington 

Other 

19 

1 

20 

25.00 

6 

7.50 

26 

800 

32.50 

Total 

23 

1 

24 

18.11 

10 

7.55 

34 

1325 

25.66 

State 

Caucasion 

37 

3 

40 

6.36 

15 

2.39 

55 

6288 

8.75 

Resident 

Other 

42 

1 

43 

18.23 

10 

4.24 

53 

2359 

22.47 

Total 

79 

4 

83 

9.60 

25 

2.89 

108 

8647 

12.49 

Non- 

Caucasion 

8 

0 

8 

1 

9 

709 

Resident 

Other 

2 

0 

2 

1 

3 

57 

Total 

10 

0 

10 

2 

12 

766 

Resident 

Caucasion 

45 

3 

48 

6.86 

16 

2.29 

64 

6997 

9.15 

And 

Other 

44 

1 

45 

18.63 

11 

4.55 

56 

2416 

23.18 

Non-Resident 

Total 

89 

4 

93 

9.88 

27 

2.87 

120 

9413 

12.75 

‘Rates  = Number  of  Events  Per  1000  Live 

Births 

in  the  Specified  Category 

REGIONAL  COMPARISON  OF  MORTALITY 

RATES  IN 

REGION  III 

(Rates  per  1000  Population) 

Year- 

Philadelphia 

Group 

Region 

Delaware 

Maryland 

Pennsylvania 

Virginia 

West  Va. 

Dist.  Col. 

Baltimore 

1970 

Infants 

20.25 

20.6 

19.66 

20.61 

18.78 

20.25 

22.87 

(— 1) 

Children 

(1-14) 

.52 

.48 

.51 

.49 

.48 

.50 

.91 

Youth 

1.04 

1.04 

1.16 

.81 

1.21 

1.42 

1.59 

(15-24) 

Adults 

5.8 

6.75 

7.25 

6.97 

6.70 

7.96 

10.36 

(25-64) 

Aged 

(65+) 

63.29 

63.91 

63.55 

63.98 

58.88 

63.99 

60.61 

1975 

Infants 

15.56 

14.88 

16.00 

16.39 

17.47 

18.43 

28.20 

22.55* 

Children 

.46 

.84 

.36 

.42 

.42 

.46 

.57 

.39 

Youth 

1.11 

1.04 

1.11 

1.06 

1.09 

1.21 

1.44 

1.24 

Adults 

5.13 

5.58 

5.64 

6.16 

5.75 

6.73 

8.69 

7.61 

Aged 

56.08 

51.40 

57.10 

57.64 

51.56 

58.23 

48.45 

56.88 

1980 

Infants 

13.59 

14.13 

14.07 

13.18 

13.78 

11.19 

22.80 

20.78 

Children 

.33 

.37 

.31 

.32 

.34 

.39 

.44 

.47 

Youth 

1.04 

1.03 

1.08 

.99 

1.00 

1.28 

.98 

1.19 

Adults 

5.46 

4.69 

5.01 

5.51 

5.00 

5.88 

7.61 

7.87 

Aged 

53.54 

54.64 

54.35 

56.65 

53.34 

54.13 

55.66 

59.70 

*1977  Data 
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MEDICINE  AND  RELIGION  COMMITTEE 

In  1982,  the  Medicine  and  Religion  Committee  had 
two  activities.  One  was  sponsoring,  together  with  the 
Pastoral  Care  Department  of  The  Wilmington  Medical 
Center,  a series  of  lectures  dealing  with  patients  who 
are  dying.  We  will  be  dealing  with  the  patient’s  atti- 
tude, the  physician’s  management,  and  will  also  be 
touching  on  Thanatology  and  Euthanasia.  We  believe 
that  these  series  of  seminars  will  be  a great  deal  of  help 
to  the  practicing  physician  in  our  community. 

Another  activity  for  the  Medicine  and  Religion  Com- 
mittee is  to  prepare  for  a prayer  breakfast.  Last  year, 
we  invited  the  retired  senior  physicians  who  practiced 
in  our  community  to  give  us  the  wisdom  of  their  life. 
This  year,  the  Committee  is  turning  the  focus  onto  the 
young  physician.  We  would  like  to  hear  what  they  are 
looking  for  at  the  starting  point  of  their  career  in  medi- 
cine. Perhaps,  this  will  give  us  some  future  direction 
for  activities  of  the  Medicine  and  Religion  Committee 
as  well  as  the  entire  Medical  Society  of  Delaware. 

The  program  for  the  Prayer  Breakfast  was  developed 
as  follows: 


OPENINC  REMARKS  Peter  Huang,  M.D. 

Chairman,  Medicine  and  Religion  Committee 
Medical  Society  of  Delaware 

WELCOME Rafael  A.  Zaragoza,  M.D.,  President 

Medical  Society  of  Delaware 

PRAYER  Chaplain  Lynwood  L.  Swanson 

Department  of  Pastoral  Care, 
Wilmington  Medical  Center 

BREAKFAST 

HYMN  OF  PRAISE  “Guide  Me,  O Thou  Great  Jehovah” 
Mr.  Lee  Dettra,  Organist  and  Choir  Master 
First  and  Central  Presbyterian  Church 

MEDITATION  Jonathan  Sastic,  M.D.,  Lois  Sastic,  M.D. 

and  Wesley  Clayton,  M.D. 

TRUMPET  SOLO Marvin  V.  Andersen,  Jr.,  M.D. 

Mr.  Lee  Dettra,  Accompanist 

ANNOUNCEMENTS  AND 

CLOSING  PRAYER Peter  Huang,  M.D. 


( The  report  was  filed. ) 


Peter  S.  Huang,  M.D. 

Chairman 


MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  Medico-Legal  Affairs  Committee  met  with  a cor- 
responding committee  of  the  Delaware  Bar  Association 
in  attempts  to  improve  the  Interprofessional  Code  of  Con- 
duct. We  were  prepared  to  go  forth  with  the  effort, 
and  were  eager  to  do  so.  Despite  superficially  positive 
communications  with  their  committee’s  chairman  and 
with  several  of  their  committee’s  members,  we  are  still 


awaiting  a return  call  so  that  the  next  joint  meeting  can 
be  scheduled. 

The  Committee’s  chairman  perceives  a mounting  mal- 
practice crisis  in  the  near  future  and  anticipates  some 
defensive  actions  by  the  Committee. 

Martin  Gibbs,  M.D. 

Chairman 

( The  report  was  filed. ) 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

This  year  the  Mental  Health,  Alcoholism,  and  Drug 
Abuse  Committee  turned  its  attention  to  the  problems 
of  alcoholism.  The  high  incidence  of  alcoholism  and 
the  secondary  morbidity  are  well  documented.  Tradi- 
tionally, physicians  are  committed  to  early  detection  of 
illness— except  with  alcoholism.  This  Committee  ex- 
pressed its  concern  that  physicians  may  not  take  full 
advantage  of  their  unique  relationship  with  patients  to 
deal  professionally  and  effectively  with  their  drinking 
problems. 

It  was  the  consensus  of  the  Committee  to  report  this 
concern  to  the  members  of  the  Society  through  this  report 
to  the  Board  of  Trustees.  Also,  the  Committee  agreed 
to  solicit  the  interest  of  all  physicians  in  hospital  staff 
conferences  and  by  brief  editorials  in  the  Journal. 

The  Committee  urges  physicians  1 ) to  recognize  a 
pattern  of  alcohol  abuse  in  their  patients  as  soon  as 
possible;  2)  to  avoid  cover-up  collusion  with  the  patient; 
3)  to  seek  expert  consultation  if  necessary;  and  4)  to 
obtain  appropriate  treatment. 

Norman  Taub,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  ON  NUCLEAR  ENERGY 
AND  SAFETY 

The  Committee  on  Nuclear  Energy  and  Safety  has 
held  two  meetings  during  the  past  year. 

The  topic  for  the  first  meeting,  on  July  27,  1982,  was 
“Basic  Radiation  Information.”  The  Committee  saw  a 
series  of  slides  showing  a present-day  low-level  nuclear 
waste  disposal  site  in  Barnwell,  South  Carolina.  At  this 
facility,  low-level  waste  is  packaged  in  wooden  con- 
tainers and  buried  in  specially  prepared  trenches  which 
are  monitored  for  leakage.  The  waste  is  back  to  the 
level  of  background  radiation  within  five  to  ten  years. 

The  Committee  met  again  on  October  6,  1982.  This 
was  a joint  meeting  with  the  Environmental,  Public 
Health,  and  Venereal  Disease  Committee  to  preview 
“The  Last  Epidemic,”  a film  on  the  dangers  of  nuclear 
war  which  was  produced  by  the  Physicians  for  Social 
Responsibility,  to  see  if  it  would  be  worthwhile  to  show 
the  film  for  the  membership  of  the  Society.  There  was 
a feeling  that  it  would  be  worthwhile  to  show  the  film, 
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which  is  available  from  the  local  Pacem  in  Terris  or- 
ganization for  a $25  rental  fee,  for  members  of  the  So- 
ciety. 

An  update  on  the  status  of  the  State’s  Radiological 
Emergency  Plan  is  planned  for  a future  meeting  of  the 
Committee. 

Robert  L.  Meckelnburg,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  ON  PARAMEDICAL  AND 
ANCILLARY  PROFESSIONALS 

Several  of  the  subcommittees  of  this  umbrella  com- 
mittee have  been  extremely  active  this  year,  particularly 
in  the  area  of  legislative  and  regulatory  activities  involv- 
ing licensed  clinical  social  workers,  nurses,  and  certified 
nurse  anesthetists. 

Chairmen  and  members  have  spent  considerable  time 
attempting  harmoniously  to  resolve  difficult  issues  exist- 
ing between  physicians  and  those  in  other  health  care 
disciplines. 

It  is  anticipated  that  these  same  subcommittees  will 
again  be  deeply  involved  in  these  same  issues  in  1983. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 

( The  report  was  filed. ) 

COMMITTEE  ON  PRISON  HEALTH  CARE 

The  Committee  on  Prison  Health  Care  continued  to 
meet  regularly  this  year  to  consider  issues  relating  to  the 
delivery  of  medical-dental-psychiatric  care  in  Delaware’s 
prison  system.  Five  regular  meetings  of  the  Committee 
were  held,  and  while  the  attendance  was  often  small  the 
discussions  were  lively  and  sensitive  to  human  need. 

On-site  inspection  tours  were  conducted  at  the  Sussex 
County  Correctional  Institute  (10/9/81),  Ferris  School 
for  Boys  (11/4/81),  Woods  Haven-Kruse  Campus  for 
Females  (3/17/82),  and  the  newly  opened  Gander  Hill 
Prison  Complex  (9/1/82).  Special  attention  was  given 
to  the  infirmaries,  access  to  medical-dental  care,  pro- 
fessional staffing,  record  keeping,  provision  for  emer- 
gency care,  and  adequacy  of  psychiatric  and  psycho- 
logical evaluation  and  therapy.  In  general,  the  Com- 
mittee felt  that  the  care  rendered  by  Prison  Health 
Services,  Inc.  was  satisfactory,  prompt,  and  professional. 

A number  of  issues  were  considered  and  reports  are 
on  file  with  the  Society. 

Several  lengthy  discussions  transpired  regarding  the 
reasons  for  termination  of  the  Prison  Health  Services 
contract  by  that  provider.  Some  insight  was  offered  by 
two  invited  guests  at  one  meeting,  Ms.  Joyce  Ryan, 
Clinical  Coordinator,  Prison  Health  Services,  and  Ms. 


Martha  Lewis,  Executive  Director,  Delaware  Council  on 
Crime  and  Justice.  After  reviewing  the  bid  specifications 
for  the  new  contract,  the  Committee  urged  Governor 
Pierre  S.  du  Pont  and  Mr.  Brooke  Laggner,  Director  of 
Administrative  Services  for  the  Department  of  Correc- 
tions, to  consider  continued  use  of  Prison  Health  Services, 
Inc.  However,  another  provider  was  selected.  It  is 
too  early  to  evaluate  its  performance. 

It  is  the  recommendation  of  the  Committee  on  Prison 
Health  Care  that  legislation  be  initiated  and  supported 
by  the  Medical  Society  of  Delaware  to  bring  about  an 
impartial  set  of  standards  (based  on  the  AMA  Prison 
Health  Care  Standards ) for  prison  health  care  in  Del- 
aware. 

There  continues  to  be  a real  concern  over  the  lack 
of  adequate  psychiatric  care  in  Delaware’s  institutions. 
The  Committee  has  not  been  able  to  offer  any  remedies 
in  this  area  but  will  continue  to  focus  on  it. 

Richard  H.  Morgan,  M.D. 

Chairman 

( The  report  was  adopted. ) 


r 


CLINICAL 

GASTROENTEROLOGY 
FOR  PRIMARY  CARE 
PHYSICIANS 

April  8-9,1983 
Friday  and  Saturday 

At  the 

International  Hotel 
Baltimore-Washington 
International  Airport 
Baltimore,  Maryland 

Sponsored  by: 

Division  of  Gastroenterology 
Department  of  Medicine 
University  of  Maryland 
School  of  Medicine 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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PUBLIC  RELATIONS  COMMITTEE 

The  Public  Relations  Committee  continues  to  support 
our  Explorer  Program  for  high  school  students  interested 
in  medicine.  We  also  urge  continuation  of  the  spot 
radio  announcements  (health  tips). 

The  Committee  did  not  endorse  educational  medical 
lectures  open  to  the  public.  They  also  did  not  recom- 
mend financial  support  for  educational  “handout”  medi- 
cal literature  sponsored  by  the  Medical  Society  of  Del- 
aware. 

A panel  of  physician  experts  was  founded.  The  panel 
is  available  to  all  news  media:  i.e.  newspapers,  magazines, 
radio,  TV,  etc.  They  will  provide  expert  information  to 
guide  the  media  enabling  them  to  prepare  factual,  ac- 
curate news,  both  to  educate  the  public  and  to  provide 
newsworthy  reports. 

The  Committee  supported  the  New  Castle  County 
monthly  press  conferences. 

The  Committee  also  urged  formulation  of  material 
encouraging  physicians  to  be  aware  of  issues,  economic 
and  otherwise,  which  affect  the  practice  of  medicine. 
This  material  is  relayed  to  the  membership  via  the  So- 
ciety Newsletter. 

It  was  the  unanimous  opinion  of  the  Committee  that 
the  most  meaningful  and  effective  public  relations  pro- 
gram is  the  demonstration  by  all  of  our  members  that 
physicians  truly  are  interested  in  the  well  being  and 
health  of  their  patients. 

David  A.  Levitsky,  M.D. 

Chairman 

(The  report  was  filed. ) 


SCHOOL  HEALTH  COMMITTEE 

Health  education  in  the  school  system  has  been  in- 
vestigated by  the  School  Health  Committee.  The  first 
area  of  investigation  involved  an  overview  of  special 
education.  Dr.  Edward  Dillon,  who  has  a doctoral 
background  in  both  education  and  psychology  with  a 
special  interest  in  learning  disabilities,  presented  an 
overview  of  programs  in  Delaware.  He  noted  that  there 
had  been  a rapid  increase  in  the  number  of  students 
recommended  for  special  education,  partially  because  of 
an  ambiguous  definition  of  the  term  “learning  disability.” 
This  results  in  a significant  functional  and  economic 
burden  to  society.  The  cause  for  over-identification  of 
learning  disability  is  multifactorial.  Dr.  Dillon  noted 
that  with  our  heterogeneous  society  there  is  a wide  de- 
velopmental variance  at  school  entry  and  showed  that 
the  age  group  developmentally  scored  from  36  to  48 
months  is  an  ill-defined  group  for  which  no  specific 
program  has  been  outlined.  Furthermore,  teachers  have 
great  difficulty  in  identifying  the  students  in  this  group 
in  their  early  exposure  at  school  and  have  no  means  in 
their  curriculum  to  manage  these  children. 

In  regard  to  moderate  to  severely  involved  learning 
disturbances,  Doctor  Dillon’s  recommendation  was  for 
an  increase  in  the  team  approach,  with  more  physical 
therapists,  occupational  therapists,  and  speech  therapists, 
rather  than  teachers,  since  many  of  the  students  involved 
are  not  organically  capable  of  cognitively  progressing. 

The  health  services  provided  by  school  nurses  in  Del- 
aware were  clarified  by  Edith  Vincent,  who  also  dis- 
cussed the  unit  system.  Essentially  this  is  an  outdated 
system  and  does  not  take  into  account  the  significant 
burdens  placed  upon  nurses  when  children  with  severe 
handicaps  are  mainstreamed. 


PROFESSIONAL  OFFICE  SUITES  NOW  AVAILABLE 

With  Special  10%  Financing. 

Beautiful,  spacious  office  suites 
conveniently  and  desirably  located. 

Perfect  for  Medical,  Law,  and 
Business  professionals. 

• Suites  from  775  to  1200  Sq.  Feet 

• Customized  to  your  specifications 

• Two  private  entrances  to  each  office 

• 24  hr.  valet  parking 

• Central  smoke  alarm  system 
Come  experience  it  for  yourself. 


1401 


PENNSYLVANIA  AVE. 
WILMINGTON,  DE 


F0R  information, 

CALL  302-658-6681 

Realty  co. 

1600  Pennsylvania  Ave. 

Wilmington,  DE  19806 

“First  In  Commercial  Real  Estate” 
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Dr.  Janet  Kramer  introduced  the  Delaware  Secondary 
School  Athletic  Physical  Form,  which  is  a modification 
of  existing  preparticipation  health  screening.  After  re- 
viewing the  form,  the  Committee  concluded  that  it  is 
an  easier  form  to  deal  with  and  recommended  that  the 
form  be  presented  to  the  State  School  Health  Advisory 
Committee  for  its  approval. 

Dr.  Joseph  Siebold  brought  to  our  attention  the  fact 
that  the  CPR  Plan  for  athletic  coaches,  physical  educa- 
tion teachers,  trainers,  and  nurses  is  underway  but  has 
not  yet  been  completed. 

Plans  for  the  next  year  call  for  a continued  look  at 
health  education  in  the  State  of  Delaware.  The  Dean 
of  the  College  of  Education  at  the  University  of  Dela- 
ware has  been  approached  and  has  agreed  to  address  the 
Committee  on  the  manner  in  which  student  teachers  are 
prepared  to  deliver  health  education.  In  addition,  multi- 
ple changes  which  have  occurred  in  the  local  systems, 
especially  in  the  New  Castle  County  area,  demand  clari- 
fication of  the  status  of  health  education  in  secondary 
schools.  Future  goals  and  existing  programs  are  to  be 
reviewed. 

Peter  D.  Pizzutillo,  M.D. 

Chairman 

(The  report  was  filed  with  the  suggestion  that  medical 
input  be  obtained  regarding  the  definition  of  handicapped 
children  and  their  educational  requirements. ) 

SPECIALTY  SOCIETIES  COMMITTEE 

During  the  past  year  there  has  been  only  one  meeting 
of  the  Committee.  The  meeting  was  called  in  order  to 
obtain  nominations  from  specialty  society  liaisons  for 
physicians  practicing  in  certain  specialties  who  would 
be  available  to  work  with  Pennsylvania  Blue  Shield  as 
professional  consultants  for  Medicare  Part  B. 

The  physicians  named  as  consultants  represented  their 
various  specialties  at  a meeting  with  Pennsylvania  Blue 
Shield  in  September. 

It  is  hoped  that  the  Specialty  Societies  Committee  can 
continue  to  be  a means  of  direct  access  to  the  Medical 
Society  for  all  Delaware  physicians  who  wish  to  express 
the  interests  and  concerns  of  their  specialty  societies. 
Reports  from  the  specialty  society  liaisons  were  requested 
for  inclusion  in  the  House  of  Delegates  book.  The  re- 
ports which  were  submitted  follow. 

Rafael  A.  Zaragoza,  M.D. 

Chairman 

Delaware  Academy  of  Ophthalmology 

1982  has  been  a year  of  consolidation  for  the  Delaware 
Academy  of  Ophthalmology.  The  new  officers  were  in- 
stalled and  several  meetings  were  held.  Changes  in  the 
Bylaws  were  drawn  up  and  will  be  voted  upon  at  the 
next  meeting.  As  ophthalmologists  are  now  represented 
in  all  parts  of  the  state,  our  April  meeting  was  a social 
gathering.  Otherwise,  the  Delaware  Academy  of  Oph- 


thalmology will  be  primarily  a political  and  educational 
organization.  Lastly,  it  is  a pleasure  to  be  included  as 
a part  of  the  President’s  Specialty  Societies  Committee. 

Robert  Abel,  Jr.,  M.D. 
Delaware  Society  of  Obstetrics-Gynecology 

The  Delaware  Society  of  Obstetrics-Gynecology  meets 
four  times  a year,  covering  topics  that  affect  the  eco- 
nomics, practice  patterns,  and  problems  within  our 
specialty. 

Recent  topics  at  our  meetings  have  included  malprac- 
tice insurance  in  the  state  of  Delaware,  including  alterna- 
tives to  the  Aetna  coverage.  A presentation  on  medical 
malpractice  was  given  by  one  of  the  most  prominent 
defense  attorneys  in  malpractice  cases  in  the  state.  Of- 
fice management  and  the  services  available  through 
DELRO  was  presented  at  another  meeting.  The  man- 
datory second  opinion  program  of  Chrysler  through  Blue 
Cross  and  Blue  Shield  of  Delaware  and  the  HMO  of 
Delaware  and  how  it  will  affect  the  private  practitioner 
were  also  topics  at  these  meetings. 

Our  Society  has  been  active  in  several  areas  recently. 
We  lobbied  very  strongly  against  the  recently  proposed 
changes  in  the  abortion  statutes.  We  were  represented 
on  a committee  which  is  investigating  the  mandatory 
disclosure  by  minors  of  their  birth  control  treatment 
through  federally  funded  programs.  We  lobbied  for 
more  than  five  years,  although  unsuccessfully,  with  Del- 
aware Blue  Shield  on  a payment  policy  for  microsur- 
gical  tubal  repairs  following  elective  sterilization. 

At  present,  the  major  concerns  of  our  group  are  the 
uncertain  climate  of  the  malpractice  situation  in  this 
community  as  pertaining  to  the  possibility  of  rate  in- 
creases and  how  this  will  affect  our  new  fee  profiles  and 
the  proposed  changes  in  the  abortion  legislation  and  how 
this  will  affect  our  patients. 

I hope  this  information  is  helpful  to  you.  If  you 
have  any  questions,  please  contact  me. 

Robert  E.  Wisniewski,  M.D. 
Delaware  Psychiatric  Society 

Our  Society  had  a very  eventful  year.  Along  with  the 
State  Medical  Society,  we  opposed  S.B.  292,  which  would 
have  mandated  third  party  payment  to  Licensed  Clinical 
Social  Workers  without  mandatory  medical  supervision. 
The  Society  feels  that  there  is  a role  for  Licensed  Clini- 
cal Social  Workers  in  the  mental  health  field,  but  we  do 
not  feel  they  are  qualified  to  decide  who  may  or  may 
not  benefit  from  medication  or  make  judgments  concern- 
ing the  possible  organic  etiology  of  the  mental  disorders 
they  are  treating. 

In  this  accord,  the  Psychiatric  Society  is  interested  in 
keeping  abreast  of  developments  regarding  the  role  of 
all  professional  groups  in  the  delivery  of  health  care 
(e.g.  nurses,  physical  therapists,  etc.). 
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A second  issue  which  has  been  raised  nationally  but 
has  not  as  yet  been  a problem  in  Delaware  is  the  prac- 
tice of  discriminatory  health  benefits  for  psychiatric 
treatment.  As  you  may  know,  Federal  Blue  Cross  has 
cut  reimbursement  for  outpatient  psychiatric  treatment 
from  80%  to  70%  to  50%  in  the  past  two  years,  while  at 
the  same  time  severely  curtailing  inpatient  benefits.  We 
are  hopeful  this  trend  will  be  reversed  on  a national 
level.  The  Society  is  very  interested  in  the  role  psychi- 
atric treatment  will  play  in  the  new  HMO.  Anything 
but  equal  parity  for  psychiatrists  with  other  M.D.s  would 
certainly  be  a step  backward. 

I appreciate  being  able  to  give  our  input. 

Jay  G.  Weisberg,  M.D. 
Delaware  Society  of  Anesthesiologists 

The  Delaware  Society  of  Anesthesiologists  was  especi- 
ally pleased  with  the  establishment  by  the  President  of 
the  Medical  Society  of  Delaware  of  a Subcommittee  on 
Nurse  Anesthetists.  The  Committee  was  organized  at  a 
time  when  nurse  anesthetists  sought  to  define  in  consider- 
able detail  their  role  in  the  health  care  structure  of  Del- 
aware through  the  Board  of  Nursing  and  the  legislative 
process. 

A productive  meeting  was  held  between  members  of 
the  Board  of  Trustees  of  the  Delaware  Society  of  Anes- 
thesiologists and  the  Delaware  Association  of  Nurse 
Anesthetists,  in  which  the  role  of  the  Society  emerged 
as  advisory  rather  than  adversarial.  Some  problems  in 
definitions  remain,  but  communication  has  been  estab- 
lished and  will,  it  is  hoped,  continue  in  the  future. 

S.  Ahmed  Madani,  M.D. 
Delaware  Society  of  Internal  Medicine 

The  Delaware  Society  of  Internal  Medicine  has  60 
members.  Dr.  Richard  H.  Morgan,  President  Elect, 
attended  the  American  Society  of  Internal  Medicine  in- 
terim meeting  in  Albuquerque  in  May. 

A speaker  from  A.S.I.M.  will  attend  the  annual  busi- 
ness meeting  to  be  held  in  November.  This  National 
Society  has  excellent  resources  which  can  be  of  great 
benefit  to  the  practicing  internist.  The  local  society 
has  the  same  aim. 

Hopefully,  this  committee  will  be  able  to  assist  the 
Society  in  its  goals. 

R.  Walter  Powell,  M.D. 
Delaware  Society  of  Orthopedic  Surgeons 

The  Delaware  Society  of  Orthopedic  Surgeons  held 
several  meetings  this  past  year,  both  educational  as  well 
as  social.  The  major  areas  of  concern  have  involved 
the  unilateral  and  arbitrary  modification  of  fee  schedules 
and  contracts  with  Blue  Cross  and  Blue  Shield. 

This  is  currently  being  negotiated.  It  is,  in  the  opinion 
of  the  Delaware  Society  of  Orthopedic  Surgeons,  an 
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ominous  beginning  for  the  relationships  between  phy- 
sicians and  Blue  Shield  organizations. 

Richard  T.  D’ Alonzo,  M.D. 

Delaware  Section,  American  College  of 
Obstetrics  and  Gynecology 

The  most  recent  and  probably  most  significant  event 
issuing  from  the  American  College  is  their  establishment 
of  a medico-legal  office  with  staffing  by  a lawyer  and 
three  secretaries.  Funds  have  been  budgeted  and  ap- 
propriated in  order  to  make  a viable  effort  to  accommo- 
date the  most  pressing  problems  in  medicine  today.  In 
addition  to  statistics  from  insurance  companies  regarding 
claims  and  suits,  efforts  are  being  made  on  an  inter- 
disciplinary level  to  help  alleviate  some  of  the  pressures 
from  the  medico-legal  situation. 

In  1981,  A.C.O.G.  moved  its  center  of  operations  from 
Chicago  to  Washington,  D.C.  This  long-planned  move 
places  the  College  in  close  proximity  to  the  area  where 
legislation  affecting  the  practicing  obstetrician  gynecolo- 
gist and  his  patients  occurs.  In  the  past  year  the  Col- 
lege has  taken  action  on  proposed  abortion  legislation, 
proposed  “parental  notification”  regulations,  regulations 
governing  federally  funded  sterilizations,  and  other  key 
issues. 

A College  representative  began  participating  in  monthly 
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meetings  held  at  the  White  House,  which  are  attended 
by  a small  group  of  federal  officials  and  representatives 
from  medical  specialty  societies  to  foster  increased  com- 
munication between  government  and  medical  officials. 

In  order  to  promote  high-quality  health  care,  the  Prac- 
tice Division  is  continually  involved  in  projects  that  set 
forth  guidelines  for  clinical  management  and  establish 
standards  of  care. 

A major  function  of  the  Education  Division  is  the 
development  of  educational  programs  and  resources  for 
use  by  physicians  and  their  patients.  Among  these  are 
continuing  education  courses,  technical  bulletins,  patient 
information  materials,  and  the  Annual  Clinical  Meeting. 

Since  its  inception,  the  Council  of  Resident  Education 
in  Obstetrics  and  Gynecology  has  had  as  its  primary 
focus  promotion  of  high  standards  in  resident  education. 

Analysis  of  the  1981-82  resident  data  showed  a total 
of  4,810  ob/gyn  residents  of  which  3,226  are  male  and 
1,584  are  female.  This  figure  includes  665  foreign  medi- 
cal graduates. 

Since  the  College  moved  to  Washington,  the  Public 
Affairs  Department  has  handled  almost  15,000  media 
inquiries  and  has  conducted  several  news  briefings  on 


topics  such  as  tubal  sterilization,  vaginal  delivery  after 
caesarean  childbirth,  and  the  A.C.O.G.  dialogue  with 
national  women’s  organizations. 

The  Department  Liaison  Activities  continues  to  pro- 
vide services  to  interspecialty  committees  and  other 
medical  societies  in  a number  of  ways. 

The  Special  Projects  Department  is  responsible  for 
monitoring  grants  and  contract  accounts,  analyzing  cash 
flow  for  federally  funded  projects,  and  preparing  bud- 
gets for  new  projects. 

In  the  past  year  the  Nurses  Association  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists  has  been 
concerned  with  increasing  the  visibility  of  the  Associa- 
tion within  the  nursing  profession,  government,  and  in- 
dustry. To  do  so,  NAACOG  has  met  with  representa- 
tives from  organizations  such  as  the  American  Nursing 
Association  and  the  American  Society  for  Psychoprophy- 
laxis in  Obstetrics,  and  maintains  ongoing  dialogue  with 
the  other  members  of  the  steering  committee  for  the 
Healthy  Mothers,  Healthy  Babies  coalition. 

Charles  R.  Green,  Jr.,  M.D. 

( The  report  was  filed  with  the  recommendation  that  all 
specialty  societies  submit  a report  for  inclusion  in  the 
delegates’  handbook  and  that  all  specialty  societies  be 
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represented  on  this  committee,  particularly  the  Delaware 
Allergy  Society. ) 

AD  HOC  COMMITTEE  ON  SECOND 
OPINION  PROGRAM 

The  following  is  a brief  report  on  the  activities  of  the 
Ad  Hoc  Committee  on  the  Second  Opinion  Program. 
Several  meetings  were  held  with  the  Committee  and 
representatives  of  Blue  Cross  and  Blue  Shield.  The  basic 
principles  outlined  and  agreed  upon  were  that  any  second 
opinion  program  should  be  voluntary  in  nature  and  not 
mandatory.  Various  proposals  were  presented  by  Blue 
Cross  and  Blue  Shield  for  the  State-wide  Voluntary  Sec- 
ond Opinion  Program  and  were  reviewed  and  procedures 
were  outlined.  Blue  Cross  and  Blue  Shield  will  be  the 
referral  center  for  the  program  with  a list  of  all  phy- 
sicians who  want  to  participate  being  provided  by  the 
Delaware  Chapter  of  the  College  of  Surgeons  and  the 
Medical  Society  of  Delaware.  The  subscriber  will  be 
encouraged  to  have  the  results  of  any  diagnostic  tests 
performed  submitted  to  the  second  opinion  physician, 
and  the  second  opinion  program  would  have  a separate 
procedure  for  billing  the  consultation  and  diagnostic  tests. 
Blue  Cross  and  Blue  Shield  would  perform  subscriber 
surveys  to  determine  the  effect  of  this  program. 

Further  implementation  of  this  program  as  outlined 
has  not  been  completed,  and  there  have  been  no  further 
meetings  of  this  Committee. 

Edgar  B.  Miller,  Jr.,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation  that 
the  Committee  be  continued  and  that  the  Committee 
develop  guidelines  regarding  what  constitutes  appropri- 
ate content  of  a second  opinion  and  methods  to  evaluate 
the  effectiveness  of  this  program. ) 

AD  HOC  COMMITTEE  ON  TRANSFER 
OF  MEDICARE  PART  B 

The  Committee  was  appointed  to  deal  with  problems 
that  Delaware  physicians  were  encountering  with  Penn- 
sylvania Blue  Shield,  which  for  about  one  year  has  been 
the  fiscal  intermediary  for  Medicare  coverage  (Part  B 
physician  payment). 

After  soliciting  complaints  from  the  membership  of 
the  Medical  Society  of  Delaware,  the  Committee  met 
with  officials  of  Pennsylvania  Blue  Shield  on  February 
4,  1982.  Also  in  attendance  were  three  officials  of  Del- 
aware Blue  Cross-Blue  Shield.  At  this  meeting  all  of 
the  problems  that  Delaware  physicians  were  having 
were  detailed  to  the  Pennsylvania  Blue  Shield  officials 
present.  A mechanism  for  working  out  these  problems 
was  formulated. 

The  principal  problems  centered  on  a difference  in 
diagnostic  codes  and  a difference  of  fee  schedules  for 
various  codes  in  respect  to  Delaware  and  Pennsylvania 
codes  and  fee  schedules. 


The  Committee  met  again  with  the  same  officials  from 
Pennsylvania  and  Delaware  Blue  Shield,  respectively,  on 
March  15,  1982. 

A report  was  rendered  to  the  Committee  and  from 
the  copies  of  correspondence  between  Pennsylvania  Blue 
Shield  and  physicians  in  Delaware,  it  seemed  apparent 
that  most  problems  formerly  encountered  by  Delaware 
physicians  were  being  dealt  with  expeditiously  and  fairly 
within  the  limits  of  the  Medicare  law  and  regulations. 

It  was  the  consensus  of  the  Ad  Hoc  Committee  that 
Pennsylvania  Blue  Shield  had  responded  in  a coopera- 
tive and  accommodating  manner  to  the  concerns  of  the 
membership  of  the  Medical  Society  of  Delaware.  There- 
fore, no  further  meetings  were  deemed  necessary. 

The  Committee  felt  that  the  Ad  Hoc  Committee  had 
discharged  its  assigned  duties.  However,  it  may  be  wise 
to  maintain  such  a Committee  as  this,  on  a stand-by 
basis,  should  problems  re-surface  which  are  not  being 
handled  in  an  appropriate  way  by  Pennsylvania  Blue 
Shield. 

Calvin  B.  Hearne,  M.D. 

Chairman 

( The  report  was  filed. ) 

AD  HOC  COMMITTEE  ON  THE 
VOLUNTARY  EFFORT 

The  Committee  on  Voluntary  Effort  did  not  meet  in 
1982.  As  directions  and  incentives  for  containment  of 
medical  costs  have  changed  over  the  past  year,  the  local 
and  national  efforts  on  ways  to  deal  with  these  costs 
are  also  in  a state  of  change.  Locally,  there  has  been 
little  or  no  interest  in  continuing  with  the  original  Volun- 
tary Effort  Program,  and  the  emphasis,  nationally,  seems 
to  be  on  joint  medical-business  coalitions  as  ways  of  at- 
tempting to  deal  with  the  continued  rise  in  medical  costs. 
There  is  across  the  country  a continuing,  growing  con- 
cern, and  at  times  even  antagonism,  from  major  corpora- 
tions regarding  their  continued  outlays  for  medical  care. 
This  has  led  to  numerous  forms  of  alternative  health 
care  systems  being  started,  and,  as  well  known,  the 
initiation  of  a Health  Maintenance  Organization  in  this 
area  by  Blue  Cross  and  Blue  Shield  of  Delaware. 

It  is  the  Chairman’s  recommendation  that  the  Medical 
Society  of  Delaware  continue  to  be  responsive  and  co- 
operative with  major  employers  in  this  area  regarding 
efforts  at  cost  containment,  and  that  we  continue  an 
active  role  in  this  area. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation  that 
the  name  of  the  Committee  on  the  Voluntary  Effort  be 
changed  to  the  Committee  on  Cost  Containment  and 
that  this  Committee  should  continue  to  be  responsive 
and  cooperative  with  major  employers  in  this  area  re- 
garding efforts  at  cost  containment.) 
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NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  the  Delaware  Academy  of  Medicine  Building  on 
October  14,  1982,  to  consider  positions  to  be  filled  for 
the  year  November  1982  through  November  1983. 

The  following  nominations  were  made: 

President-Elect  — I.  Favel  Chavin,  M.D. 

Vice-President  — Ben  C.  Corballis,  M.D. 

Secretary  — Joseph  F.  Kestner,  Jr.,  M.D. 

Treasurer  — Peter  R.  Coggins,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine  — John  H.  Benge,  M.D. 

FOR  STANDING  COMMITTEES 

Budget  Committee 

O.  S.  Allen,  II,  M.D. 

R.  T.  D’Alonzo,  M.D. 

T.  E.  Dyer,  M.D. 

R.  E.  Heckman,  M.D. 

C.  S.  Papastavros,  M.D. 

T.  S.  Yates,  Jr.,  M.D. 


D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

J.  J.  Chabalko,  M.D. 

I.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 

L.  M.  Garcia,  M.D. 

E.  Ger,  M.D. 

M.  Gibbs,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
A.  Z.  Hameli,  M.D. 

O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

S.  L.  Hershey,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
A.  W.  Levy,  D.O. 

O.  R.  Medinilla,  M.D. 

P.  J.  Mette,  M.D. 

J.  B.  McClements,  M.D. 

D.  A.  Nelson,  M.D. 

P.  B.  Panzer,  M.D. 

H.  J.  Stein,  M.D. 

J.  C.  Straughn,  M.D. 

P.  R.  Walker,  M.D. 

R.  K.  Whiting,  M.D. 

J.  R.  Yanez,  M.D. 

A.  F.  Zimmerman,  M.D. 


Bylaws  Committee 

R.  J.  Bishoff,  M.D. 

J.  L.  Campbell,  M.D. 

W.  H.  Duncan,  M.D. 

J.  J.  Egan,  M.D. 

C.  R.  Green,  Jr.,  M.D. 

V.  G.  J.  Lobo,  Jr.,  D.O. 

C.  S.  Papastavros,  M.D. 

D.  T.  Walters,  M.D. 

Medical  Economics  Committee 

O.  S.  Allen,  II,  M.D. 

J.  A.  Arminio,  M.D. 

B.  C.  Corballis,  M.D. 

M.  J.  Cosgrove,  M.D. 

G.  N.  Eriksen,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  R.  Green,  Jr.,  M.D. 

R.  E.  Heckman,  M.D. 

R.  N.  Hindin,  M.D. 

G.  A.  Koniver,  M.D. 

R.  L.  Meckelnburg,  M.D. 

B.  S.  Palekar,  M.D. 

J.  K.  Park,  M.D. 

R.  J.  Scacheri,  M.D. 

D.  Schetman,  M.D. 

M.  E.  Stillabower,  M.D. 

C.  W.  Wagner,  M.D. 

O.  S.  Weaver,  M.D. 

Medical  Liability  Insurance  Committee 

R.  G.  Altschuler,  M.D. 


Medical  Review  Committee 

A.  R.  Aranilla,  M.D. 

J.  H.  Benge,  M.D. 

G.  K.  Berger,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

A.  L.  Cucuzzella,  M.D. 

B.  W.  Culpepper,  M.D. 

F.  M.  Davis,  D.O. 

R.  L.  Domingo,  M.D. 

J.  J.  Egan,  M.D. 

E.  M.  Goldenberg,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

O.  K.  Hamilton,  M.D. 

C.  B.  Hearne,  M.D. 

R.  E.  Heckman,  M.D. 

R.  N.  Ligo,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 

A.  Lazarus,  M.D. 

A.  Mansoory,  M.D. 

P.  J.  Mette,  M.D. 

A.  P.  Nabha,  M.D. 

M.  Oz,  M.D. 

C.  S.  Papastavros,  M.D. 

A.  Saliba,  M.D. 

I.  M.  Tuzun,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 

T.  S.  Vates,  Jr.,  M.D. 

L.  W.  Whitney,  M.D. 

H.  Wilk,  M.D. 
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Program  Committee 

H.  R.  Cowell,  M.D. 

S.  L.  Edell,  D.O. 

L.  Edelsohn,  M.D. 

W.  D.  Johnson,  M.D. 

V.  J.  Maximo,  M.D. 

R.  L.  Meckelnburg,  M.D. 

R.  B.  Rodrigue,  M.D. 

W.  L.  Sprout,  M.D. 

F.  T.  Viloria,  M.D. 

R.  L.  Wuertz,  M.D. 

Public  and  Professional  Education  Committee 

R.  A.  Abdel-Misih,  M.D. 

L.  Alidina,  M.D. 

D.  A.  Alvarez,  M.D. 

A.  A.  Amurao,  M.D. 

H.  Bolourchi,  M.D. 

C.  Bongalos,  M.D 

E.  Craven,  M.D. 

W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 

J.  Gelb,  M.D. 

C.  I.  Glassman,  M.D. 

E.  M.  Goldenberg,  M.D. 

M.  J.  Granada,  M.D. 

O.  K.  Hamilton,  M.D. 

R.  N.  Hindin,  M.D. 

J.  M.  Hofford,  M.D 

J.  F.  Kestner,  Jr.,  M.D. 

K.  A.  Kim,  M.D. 

E.  W.  Martz,  M.D. 

P.  J.  Mette,  M.D. 

J.  C.  Pamintuan,  M.D. 

Y.  A.  Patel,  M.D. 

B.  Z.  Paulshock,  M.D. 

S.  R.  Permut,  M.D. 

J.  F.  Reamer,  M.D. 

R.  B.  Rodrigue,  M.D. 

M.  Saberi,  M.D. 

S.  Singh,  M D. 

J.  J.  Storlazzi,  M.D. 

J.  C.  Straughn,  M.D. 

F.  T.  Viloria,  M.D. 

D.  T.  Walters,  M.D. 

J.  S.  Wills,  M.D. 

R.  Winkelmayer,  M.D. 

Public  Laws  Committee 

C.  Allen,  M.D. 

R.  J.  Bishoff,  M.D. 

J.  J.  Chabalko,  M.D. 

V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  Sr.,  M.D. 

W.  H.  Duncan,  M.D. 

A.  B.  Evantash,  M.D. 
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E.  F.  Gliwa,  M.D. 

A.  Z.  Hameli,  M.D. 

J.  E.  A.  Harkness,  D.O. 

R.  E.  Heckman,  M.D. 

J.  I.  Komins,  M.D. 

J.  A.  Kuhn,  M.D. 

P.  L.  LeRoy,  M.D. 

V.  G.  J.  Lobo,  Jr.,  D.O. 

H.  Lovett,  M.D. 

J.  R.  McNinch,  M.D. 

A.  J.  Morris,  M.D. 

L.  J.  Olsen,  M.D. 

J.  C.  Pamintuan,  M.D. 

E.  F.  Quinn,  III,  M.D. 

E.  M.  Renzi,  M.D. 

P.  L.  Rothbart,  M.D. 

G.  J.  Savage,  M.D. 

S.  Schlesinger,  M.D. 

I.  T.  Szucs,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D. 

O.  S.  Weaver,  M.D. 

A.  F.  Zimmerman,  M.D. 

Publication  Committee 

S.  H.  Franklin,  M.D. 

W.  J.  Holloway,  M.D. 

R.  C.  Knowles,  M.D. 

E.  W.  Martz,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 

J.  H.  Newman,  M.D. 

B.  Z.  Paulshock,  M.D. 

P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D. 

J.  S.  Wills,  M.D. 

Judicial  Council 

J.  J.  Egan,  M.D.  — three-year-term 

C.  E.  Graybeal,  M.D.  — three-year-term 

Board  of  Medical  Practice 
Kent  County 

B.  Benson,  Jr.,  M.D. 

L.  B.  Buckler,  M.D. 

O.  K.  Hamilton,  M.D. 

J.  B.  McClements,  M.D. 

R.  A.  Zaragoza,  M.D. 

New  Castle  County 

P.  R.  Coggins,  M.D. 

A.  L.  Cucuzzella,  M.D. 

R.  T.  D’Alonzo,  M.D. 

W.  H.  Duncan,  M.D. 

J.  J.  Egan,  M.D. 

R.  F.  Gordon,  M.D. 

R.  L.  Meckelnburg,  M.D. 

E.  M.  Renzi,  M.D. 
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H.  F.  Wendel,  M.D. 

L.  W.  Whitney,  M.D. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 
Daniel  A.  Alvarez,  M.D. 

Leroy  B.  Buckler,  M.D. 

I.  Favel  Chavin,  M.D. 

Jane  C.  Straughn,  M.D. 

( The  slate  was  adopted. ) 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 

The  success  story  of  the  American  Cancer  Society, 
Delaware  Division,  Inc.,  could  not  be  told  without  the 
many  dedicated  volunteers,  including  medical  profes- 
sionals, who  respond  each  year  to  the  challenges  pre- 
sented by  the  ACS.  Cancer  remains  to  be  conquered; 
it  is  estimated  there  will  be  2,300  new  cancer  patients 
in  Delaware  this  year. 

RESEARCH— The  allocation  of  funds  for  the  1980-81 
year  reached  $206,575.  This  amount  supported  research 
and  other  national  programs  and  represents  31%  of 
monies  contributed  by  Delaware  residents  in  the  fight 
against  cancer. 

THE  PROFESSIONAL  EDUCATION  AND  NURS- 
ING ADVISORY  COMMITTEES- Working  to  ensure  the 
quality  treatment  which  all  patients  want  and  deserve, 
these  committees  provided  education  programs  during 
the  year  to  3,000  health  care  professionals.  Special 
grants  from  the  local  ACS  enabled  various  professionals 
to  increase  their  knowledge  about  cancer  care.  Many 
quality  educational  programs  were  offered,  including: 

“Environmentally  Induced  Cancer”— Harry  B.  De- 
mopoulos,  M.D. 

“Radiation  Therapy— What  Does  the  Nurse  Need  to 
Know— What  Does  the  Patient  Need  to  Know?” 

“X-Rays— Balancing  Risks  and  Benefits”— Arthur  Upton, 
M.D. 

“Medical  Emergencies  in  Patients  with  Terminal  Ad- 
vanced Cancer”— Robert  Frelick,  M.D. 

“Laboratory  Alterations  and  Their  Nursing  Implica- 
tions in  the  Patient  Undergoing  Chemotherapy”— 

Irving  Berkowitz,  D.O. 

SERVICE  AND  REHABILITATION  PROGRAMS- 
Many  professionals  are  involved  in  these  programs  of 
the  ACS  in  Delaware  where  practical  help  and  emotional 
support  to  cancer  patients  and  their  families  is  one  of 
the  goals.  Direct  services  include  information  and  guid- 
ance, the  lending  of  sickroom  equipment,  transportation 
to  treatment  centers,  nursing  and  homemaker  services, 
and  dressings. 


A total  of  902  patients  received  assistance  from  the 
ACS  during  the  year. 

GRASSROOTS  PRODUCTIONS  - This  innovative 
ACS  program  has  developed  successful  methods  of  reach- 
ing the  black  and  Hispanic  community  in  Delaware  with 
education  about  cancer,  prevention,  and  services  for 
patients,  continues  to  mature  and  show  potential  for 
fund  raising.  The  growth  and  spirit  of  this  ACS  program 
seems  to  be  due,  in  part,  to  volunteers  directing  pro- 
grams to  the  people  where  they  live  and  interact. 

William  G.  Slate,  M.B.,  ChB.,  M.S. 

Liaison 

( The  report  was  filed. ) 

AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

This  past  year  has  seen  the  Delaware  Affiliate  of  the 
American  Diabetes  Association  struggling.  The  Dover 
Chapter  of  the  ADA  Delaware  Affiliate,  Inc.,  has  been 
discontinued  and  the  formation  of  a chapter  in  Sussex 
County,  which  we  had  hoped  to  have  underway  by  now, 
is  lagging  behind  schedule. 

We  are  continuing  with  the  dissemination  of  accurate 
information  about  diabetes  to  our  membership  as  well  as 
to  the  general  public  through  informative  brochures  in 
numerous  Senior  Centers  and  major  shopping  malls 
throughout  the  State.  We  are  also  continuing  to  conduct 
Free  Detection  Programs  which  are  located  in  15  sites 
throughout  the  State. 

The  State  of  Delaware  was  represented  by  12  children 
who  attended  Camp  Firefly,  a camp  for  diabetic  young- 
sters. The  association  provides  camperships  for  any 
deserving  child  wishing  to  attend  camp. 

We  are  in  the  process  of  forming  a “Pregnancy  Sup- 
port Group”  and  interest  is  beginning  to  generate  within 
our  membership  both  professional  and  lay.  Our  Youth 
Group  and  their  parents  meet  approximately  four  times 
a year  for  discussion  with  the  attendance  of  a local  phy- 
sician. 

Public  meetings  with  a guest  speaker  are  held  in  the 
Spring  and  Fall.  Current  membership  is  presently  406 
members,  of  whom  52  are  professional  members,  i.e., 
physicians,  dentists,  pharmacists  and  podiatrists.  In  my 
opinion,  this  is  an  inadequate  professional  representation. 

I believe  the  Diabetes  Association  would  be  greatly 
strengthened  if  every  Delaware  physician  would  become 
a member.  Dues  are  $15.00  and  include  a membership 
for  FORECAST,  a publication  of  the  ADA  which  is 
highly  suitable  for  all  physicians’  waiting  rooms. 

Grafton  D.  Reeves,  M.D. 

Liaison 

( The  report  was  filed. ) 
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2300  Pennsylvania  Avenue,  Wilmington 


YOUR  OWN  MEDICAL  SUITE  FOR 
UNDER  $1000  A MONTH. 


Sound  too  good  to  be  true? 

Well,  it’s  not.  Not  at  2300  Pennsylvania 
Avenue  where  you  can  own  a 1300-square- 
foot  medical  suite  for  between  $950  and 
$1000  a month.  Including  the  condo  fee.* 
And,  by  owning  instead  of  leasing 
your  space,  you  benefit  from  tax  deductions 


for  interest  paid  while  building  equity  for 
yourself  at  the  same  time. 

If  your  present  lease  is  about  to  expire 
or  if  your  rent  is  about  to  go  up  again,  look 
into  2300  Pennsylvania  Avenue. 

It  not  only  makes  financial  sense,  it’s 
also  a nice  place  to  work. 


Patterson  <$chvvcirtz 

Realtors 

Commercial  Division,  656-3141 

* Estimate  based  on  80%  financing  at  9Vi%  interest  under  Industrial  Revenue  Bond  program. 
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AMERICAN  HEART  ASSOCIATION 
OF  DELAWARE 

I am  pleased  to  report  on  the  program  and  activities 
of  the  American  Heart  Association  of  Delaware. 

In  the  area  of  research  the  Association  awarded  five 
grants-in-aid  to  three  University  of  Delaware  investiga- 
tors and  two  investigators  working  in  Philadelphia  insti- 
tutions totaling  over  $50,000.  This  represents  a sub- 
stantial increase  over  the  previous  years.  The  Associa- 
tion was  also  a joint  sponsor  of  the  first  Delaware  Valley 
Research  Symposium  held  at  the  University  of  Delaware 
in  March.  Other  sponsors  include  the  Du  Pont  Com- 
pany, The  Wilmington  Medical  Center,  the  University 
of  Delaware  and  Jefferson  Medical  College.  Plans  to 
continue  the  symposium  for  a second  year  are  now  un- 
derway. 

The  American  Heart  Association  of  Delaware  continues 
to  support  the  Tel-Med  program.  Continuing  Medical 
Education  for  Physicians,  and  the  Cardiac  Shelf  at  the 
Academy  of  Medicine. 

Emergency  Cardiac  Care  will  continue  to  be  a respon- 
sibility of  the  Heart  Association  as  a Community  Service 


to  the  general  public  (Basic  Cardiac  Life  Support)  and 
also  as  a Professional  Service  to  medical  related  personnel 
(Basic  and  Advanced  Cardiac  Life  Support). 

The  Professional  Education  and  Training  Committee 
was  formed  in  the  spring  of  1982.  Responsibilities  of 
this  Committee  include: 

— to  broaden  and  strengthen  professional  education 
programs  for  health  professionals. 

— to  sponsor  or  co-sponsor  continuing  education  pro- 
grams. 

— to  evaluate  and  review  all  current  professional  edu- 
cation and  training. 

The  program  priorities  remained  Emergency  Cardiac  Care 
( ACLS ) and  High  Blood  Pressure  Control. 

In  response  to  the  need  for  standards  in  high  blood 
pressure  control,  the  Cardiovascular  Nursing  Committee 
of  the  American  Heart  Association  has  developed  a train- 
ing program  called  “Blood  Pressure:  Its  Control  and 
Measurement.”  The  purpose  of  this  six-hour  course  is 
to  provide  standard  recommendations  and  skills  for 
measuring  blood  pressure,  conducting  appropriate  referral 
and  follow-up  activities  and  imparting  effective  patient 
education.  Included  are  sessions  on  the  scope  of  the 


Dx:  recurrent  herpes  labialis 
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OTC. 

See  PDR  for 
Product  Information. 

For  samples,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812- M,  FDR  Sta. 
New  York,  NY  10150 


In  Delaware,  “Herpecin-L”  Cold  Sore  Lip  Balm  is  available 

at  all  Eckerd,  Edgehill  and  Happy  Harry  Drug  Stores  and  other  select  pharmacies. 
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problem  of  high  blood  pressure  in  Delaware,  high  blood 
pressure  in  youth,  and  an  overview  of  the  statewide  pro- 
gram in  Delaware. 

Other  professional  programs  included  the  David  Flett 
du  Pont  Memorial  Lecture,  “Thrombolytic  Therapy  in 
Acute  Myocardial  Infarction,”  on  May  18,  1982,  by 
Klaus  Peter  Rentrop,  M.D.,  Associate  Professor  of  Medi- 
cine, Mount  Sinai  School  of  Medicine,  New  York  and 
the  First  Symposium  of  Delaware  Valley  Cardiovascular 
Research  Group  on  March  11,  1982,  at  the  University 
of  Delaware,  co-sponsored  by  the  University  of  Delaware, 
American  Heart  Association  of  Delaware,  Inc.  and  Del- 
aware Institute  of  Medical  Education  and  Research 
(DIMER). 

A copy  of  the  Association’s  Program  Report  for  1981- 
82,  which  contains  detailed  information  on  its  training 
in  Basic  and  Advanced  Cardiac  Life  Support,  High  Blood 
Pressure  Control  programs,  numerous  mailings  of  public 
and  professional  education  materials,  and  activities  in 
cardiac  rehabilitation,  has  been  forwarded  to  the  office 
of  the  Medical  Society  of  Delaware. 

On  behalf  of  the  American  Heart  Association,  I wish 
to  express  our  sincere  appreciation  to  the  many  physi- 
cians for  their  support  and  involvement  with  the  Associa- 
tion and  its  programs. 

Paul  C.  Pennock,  M.D. 

Liaison 

( The  report  was  filed. ) 

CONTROLLED  SUBSTANCES  ACT 
ADVISORY  COMMITTEE 

The  Controlled  Substances  Act  Advisory  Committee 
has  met  three  times  during  the  past  year. 

Dr.  Lyman  J.  Olsen,  the  new  Director  of  the  Division 
of  Public  Health,  has  been  appointed  by  Secretary  Pa- 
tricia Schramm  as  her  designee  to  administer  the  Uniform 
Controlled  Substances  Act. 

At  its  meeting  on  May  26,  1982,  the  Committee  ex- 
pressed its  concern  about  the  possible  marketing  of  a 
super  strength  Dilaudid  and  moved  that  a letter  be 
directed  to  the  Drug  Enforcement  Administration  in- 
forming them  that  this  Committee  feels  that  an  increased 
strength  of  Dilaudid  is  not  necessary  and  would  add  to 
diversion  problems.  They  felt  that  in  cases  where  a 
heavier  dose  was  necessary,  the  physician  could  increase 
dosage  by  ordering  double  the  amount  of  tablets.  The 
DEA  responded  that  if  the  Food  and  Drug  Administra- 
tion determines  the  necessity  for  such  a product,  it  is 
expected  its  use  will  be  limited  to  the  terminally  ill. 
Therefore,  DEA  will  apply  stringent  quota  controls  to 
insure  the  minimum  production  necessary  for  legitimate 
purposes. 

The  Committee  also  reviewed  statistics  showing  Dela- 
ware’s ranking  in  controlled  drug  usage.  There  were 
positive  changes  from  1980  to  1981;  in  most  cases  Dela- 
ware no  longer  ranked  as  high  in  per  capita  purchases 
of  the  most  abused  drugs.  We  probably  should  be  some- 


what concerned  about  our  ranking  and  purchases  for 
Dilaudid,  which  is  the  most  sought  after  drug  on  the 
streets.  We  have  moved  up  in  ranking  and  increased 
our  purchases.  Even  though  our  Demerol  ranking  is  49 
as  opposed  to  51  in  1980,  our  purchases  have  dropped 
by  approximately  4,200  grams.  The  indication  from  the 
information  is  that  combination  of  voluntary  efforts  and 
enforcement  action  is  resulting  in  less  purchases,  and, 
therefore,  usage  of  controlled  substances  in  the  State  of 
Delaware. 

Because  prescription  pads  have  been  stolen  and  used, 
the  Committee  has  asked  that  physicians  start  showing 
some  type  of  activity  in  control  of  their  prescription  pads. 
The  going  rate  for  a blank  prescription  is  sometimes  as 
high  as  the  medicine  itself.  The  Committee  also  wishes 
to  emphasize  the  importance  of  getting  an  accurate  de- 
scription of  suspects  when  it  is  felt  that  forgeries  are 
involved  or  that  the  person  is  attempting  to  obtain  medi- 
cations for  a non-medical  use. 

The  Advisory  Committee  has,  under  its  new  Chairman, 
Dr.  Olsen,  established  a schedule  of  regular  quarterly 
meetings. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed  with  the  suggestion  that  new  in- 
formation regarding  the  use  of  controlled  substances  in 
Delaware  be  published  in  the  Society  Newsletter. ) 


OTOLARYNGOLOGIST 

NEEDED 

By  Social  Security  Administration 
To  Perform  Disability  Case  Reviews 

The  SSA  is  seeking  a board  eligible  or 
board  certified  Otolaryngologist  to  per- 
form under  contract  at  a fixed  rate  per 
hour  for  approximately  8-12  hours  per 
week  (average).  Reviews  will  be  per- 
formed at  Government  location  in  West 
Philadelphia.  This  announcement  seeks 
to  locate  interested  individuals.  Respond- 
ents will  be  solicited  for  potential  contract. 
Interested  doctors  should  phone: 

Helen  Leonard 

Dept,  of  Health  & Human  Services 

Philadelphia,  Pa. 

(215)  596-6530 
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COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD,  INC. 

At  the  request  of  Dr.  Rafael  A.  Zaragoza,  I continued 
as  the  liaison  representative  from  the  Medical  Society 
of  Delaware  to  the  Coordinating  Council  for  the  Handi- 
capped Child  of  Delaware,  Inc.  during  1982.  As  a 
member  of  the  Executive  Committee,  I attended  meet- 
ings every  other  month. 

Our  executive  secretary  became  the  administrator  of 
the  Coordinating  Council  during  the  year  and  repre- 
sented the  Council  on  many  committees  interested  in  im- 
proving services  for  the  handicapped. 

The  Coordinating  Council  sponsored  two  public  meet- 
ings during  the  year.  The  first,  on  November  6th  at  the 
Du  Pont  Country  Club,  was  on  Respite  Care  in  Delaware. 
As  an  outcome  of  this  meeting,  a Respite  Care  Directory 
was  subsequently  published  by  the  Council. 

The  second  meeting  was  the  Annual  Spring  Meeting, 
and  the  program  was  jointly  sponsored  by  the  Delaware 
Department  of  Public  Instruction.  The  title  of  the  pro- 
gram was  “Opening  Doors  Through  Technology,”  which 
would  hopefully  facilitate  independence  for  the  handi- 
capped. Technical  advances  in  the  home,  school,  at 
work,  and  in  the  community  were  presented  in  lecture 
and  workshops  by  a number  of  dedicated  workers  in 
the  field  headed  by  Gilbert  R.  Schiffman,  Ed.D.,  Professor 
of  Education,  Education  Division,  and  Kennedy  Institute 


The  Primary  Care  Physician 
is  the  Initial  Sex  Counselor 

The  physician  is  called  upon  to  be  a com- 
passionate DIAGNOSTICIAN,  EDUCATOR, 
and  COUNSELOR. 

IMSH  has  prepared  a booklet  for  you.  It 
reviews  some  basic  information  about  prob- 
lems of  sexual  response,  and  gives  helpful 
guidelines  for  interviewing,  diagnosis, 
treatment,  and,  if  necessary,  appropriate 
referral. 

IMSH  specializes  in  the  treatment  of  sexual, 
marital,  and  relationship  problems. 

Write  or  call: 

Institute  for  Marital  and  Sexual  Health,  Inc. 
21  S.  Fifth  Street,  Philadelphia,  PA  19106 
(2 IS)  §92=9890  O 
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of  Johns  Hopkins  University.  The  Council  was  some- 
what disappointed  that  only  126  persons  benefited  and 
enjoyed  this  meeting  held  May  8,  1982,  at  the  Alfred 
I.  du  Pont  Institute. 

During  the  spring  meeting  Susan  Gray,  Director  of 
the  Beechwood  School,  was  presented  the  Dr.  Alfred  R. 
Shands,  Jr.,  Distinguished  Service  Award  in  recognition 
of  her  untiring,  unselfish,  and  dedicated  service  to  the 
educationally  handicapped  children  of  Delaware. 

I do  feel  that  the  Coordinating  Council  for  the  Handi- 
capped Child  of  Delaware,  Inc.  continues  its  magnificent 
job  in  its  advocacy  role  for  children  with  varying  handi- 
caps from  Delaware. 

Henry  H.  Stroud,  M.D. 

Liaison 

( The  report  was  filed. ) 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH  (DIMER) 

There  have  been  some  changes  in  the  membership 
of  the  Board  of  Directors  of  the  Delaware  Institute  of 
Medical  Education  and  Research  ( DIMER ) in  the  past 
year.  At  the  present  time  the  Board  of  Directors  is 
composed  as  follows: 

Appointees  of  Governor  du  Pont: 

Stephen  L.  Hershey,  M.D. 

David  Howard,  M.D. 

James  R.  McNinch,  M.D. 

Appointees  of  the  University  of  Delaware: 

Bruce  Bredin 
Leon  Campbell,  Ph.D. 

Harold  Schmittinger,  Esq. 

Appointees  of  The  Wilmington  Medical  Center: 

Alfred  E.  Bacon,  Jr.,  M.D. 

Mrs.  Reynolds  du  Pont 
Charles  J.  Harrington,  Ph.D. 

Dr.  Leslie  W.  Whitney,  who  has  provided  outstanding 
leadership  through  difficult  times  as  President  of  the 
Board,  completed  the  maximum  number  of  years  per- 
mitted under  the  Bylaws  and  therefore  was  replaced  this 
past  year.  Dr.  David  Howard  of  Ocean  View,  Sussex 
County,  was  elected  President  to  succeed  Dr.  Whitney. 

There  were  50  Delaware  applicants  for  admission  to 
Jefferson  Medical  College  in  the  class  entering  Septem- 
ber 1982.  Twenty-five  acceptances  were  sent  out  in 
order  to  fill  the  nineteen  positions  authorized  by  the 
Delaware  General  Assembly.  At  the  last  minute  Jefferson 
voluntarily  offered  one  additional  acceptance  to  an  ad- 
ditional Delaware  applicant  of  excellent  qualifications. 
There  are  presently  77  Delaware  students  enrolled  at 
Jefferson.  Last  June,  19  were  graduated  with  the  M.D. 
Degree.  Of  the  1981-82  Delaware  freshmen,  one  re- 
ceived an  academic  dismissal,  one  withdrew  on  proba- 
tion, and  one  is  repeating  the  year. 

A review  of  graduates  of  the  DIMER  program  since 
its  inception  indicates  that  30%  have  taken  residency 
at  The  Wilmington  Medical  Center.  The  first  three 
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graduating  classes  have  now  all  completed  residency 
training,  and  31%  are  presently  practicing  in  Delaware. 

Because  of  major  increases  in  medical  school  tuition, 
the  DIMER  funds  designated  by  the  General  Assembly 
for  scholarship  help  have  not  been  able  to  keep  pace. 
Tuition  at  Jefferson  this  year  is  $10,800,  and  the  esti- 
mated total  cost  to  each  student  including  board,  room, 
transportation,  fees,  etc.  ranges  from  $16,000-$20,000 
per  year.  The  total  scholarship  appropriation  for  our 
Delaware  students  was  $105,000. 

In  spite  of  serious  underfunding,  the  University  of 
Delaware  and  The  Wilmington  Medical  Center  have 
continued  to  develop  new  cooperative  arrangements  be- 
tween themselves  and  with  Jefferson  which  include 
programs  in  genetics,  research,  anatomy,  continuing 
physician  education  and  other  areas. 

E.  Wayne  Martz,  M.D. 

Secretary 

(The  report  was  filed  with  the  observation  that  15 
percent  of  Delaware  students  in  the  1981-1982  fresh- 
man class  failed,  withdrew,  or  repeated  the  year  and 
that  support  only  of  qualified  students  be  encouraged. ) 

DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  (DLA)  celebrated 
its  Diamond  75th  Anniversary  by  holding  its  annual 
meeting  at  the  Hotel  du  Pont  on  Monday,  May  3,  1982. 
The  meeting  featured  the  presentation  of  the  first  Emily 
P.  Bissell  Award  to  Edith  Kendall,  R.N.,  and  the  first 
John  Janvier  Black,  M.D.,  Award  to  Elvyn  G.  Scott,  M.S. 

Program  activities  reflect  our  goals  in  Patient  Educa- 
tion, School  Health  Education,  and  Smoking  Prevention. 

The  “Help  For  the  Patient  With  Lung  Disease”  course 
was  held  twice  at  the  VA  Medical  Center  in  Elsmere  and 
once  at  the  Kent  General  Hospital  in  Dover.  A resource 
directory  was  written  for  patients  with  chronic  obstruc- 
tive pulmonary  disease  ( COPD ) to  inform  them  of 
available  services  throughout  the  state.  500  copies  of 
the  directory  were  printed  by  Blue  Cross/Blue  Shield. 
DLA  also  started  the  “Better  Breathing  Club”  in  Wil- 
mington to  provide  continuing  support  for  COPD  pa- 
tients and  their  families.  The  groups  meet  monthly.  A 
newsletter  for  300  COPD  patients  is  printed  monthly. 

The  Family  Asthma  Program,  a four- week  program 
for  children  with  asthma  and  their  parents,  was  con- 
ducted in  Wilmington,  Claymont,  Dover,  and  George- 
town. “Superstuff,”  a self-help  program  for  children 
with  asthma,  was  distributed  upon  request  to  families, 
to  the  Delaware  Division  for  their  patient  education 
programs,  and  to  the  Riverside  Hospital.  Newsletters 
are  published  on  a monthly  basis  for  children  with 
asthma  and  their  parents. 

In  the  area  of  school  health  education,  the  DLA 
promotes  the  biofeedback  smoking  program.  Eighteen 
junior  and  senior  high  schools  throughout  the  state  par- 
ticipated during  the  1981-82  school  year.  Programs  are 


also  available  for  elementary  schools.  DLA  volunteers 
and  staff  have  participated  in  several  school  workshops 
throughout  the  state.  As  part  of  our  commitment  to 
school  health,  DLA  will  conduct  workshops  for  elemen- 
tary school  teachers  in  the  fall.  They  will  be  co-spon- 
sored by  the  State  Department  of  Public  Instruction. 

Two  new  committees  have  been  added  to  our  previous 
existing  committees  of  COPD  and  School  Health. 

Smoking  Cessation  Programs  are  expanding  rapidly. 
DLA  has  conducted  Freedom  From  Smoking  clinics  for 
five  companies.  A new  subcommittee  on  smoking  has 
been  appointed  to  coordinate  our  activities  and  to  advise 
on  new  strategies  for  DLA  programs.  Also  available 
from  DLA  is  “Freedom  From  Smoking  in  20  Days,”  a 
self-help  program  developed  by  the  American  Lung  As- 
sociation/American  Thoracic  Society. 

After  review  by  the  newly  appointed  Occupational 
Health  Committee,  DLA’s  Pulmonary  Function  Screen- 
ing Program  will  be  directed  towards  business  and  in- 
dustry. During  1981,  DLA  screened  3,648  adults. 

The  Pollution  Standard  Index  continues  to  be  broad- 
cast daily,  Monday  through  Friday,  on  radio  stations 
WNRK  and  WILM,  and  is  printed  daily  in  the  Evening 
News  Journal. 

DLA  continues  to  support  the  Medical  Society  of 
Delaware’s  Continuing  Medical  Education  Seminars  for 
Physicians  by  sponsoring  two  programs  related  to 


DELAWARE 

NUCLEAR  MEDICINE,  INC. 
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respiratory  disease.  It  also  supports  the  Annual  Infec- 
tious Disease  Symposium. 

We  provide  subscriptions  of  “Basics  of  RD”  to  resi- 
dents, interns,  nursing,  and  respiratory  therapy  students. 
Interested  physicians  receive  subscriptions  to  “Clinical 
Notes  on  R.D.”  We  provide  medical  journals  for  the 
Academy  of  Medicine  and  sponsor  ten  tapes  for  the 
Tel-Med  program. 

Scholarship  assistance  was  provided  for  three  stu- 
dents enrolled  in  the  Delaware  Technical  and  Com- 
munity College  Respiratory  Therapy  Course,  George- 
town. DLA  provided  a scholarship  for  one  respiratory 
therapist  from  The  Wilmington  Medical  Center  to  at- 
tend an  advanced  course  in  Respiratory  Therapy  at  the 
University  of  Chicago. 

DLA  and  the  Delaware  Society  for  Respiratory  Ther- 
apy co-sponsored  the  Third  Annual  Respiratory  Ther- 
apists’ Dinner  on  October  30,  1981. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Liaison 

( The  report  was  filed. ) 

DELAWARE  POLITICAL  ACTION  COMMITTEE 
DELPAC 

1982  saw  DELPAC’s  membership  grow  to  105  mem- 
bers and  six  sustaining  members. 

Multiple  requests,  including  the  DELPAC  Scalpel, 
were  made  to  the  medical  community  to  increase  the 
membership  and  to  encourage  support  in  local  candi- 
dates. 

Thirty-three  legislators  in  Dover  were  given  contri- 
butions for  their  primary  campaigns,  and  two  candidates 
running  for  national  office  were  supported  by  DELPAC 
in  an  open  meeting. 

The  goal  of  DELPAC  is  to  support  quality  leadership, 
and  the  organization  is  not  politically  affiliated.  It  is 
unfortunate  that  we  are  unable  to  see  greater  concern 
among  the  members  of  the  Medical  Society  of  Delaware. 

Robert  Abel,  Jr.,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation  that 
all  members  of  the  Medical  Society  of  Delaware  be  en- 
couraged to  support  DELPAC. ) 

DELAWARE  REVIEW  ORGANIZATION 

The  past  year  has  been  an  active  one  for  DELRO 
and  has  presented  new  challenges  for  the  organization. 

Local  business  and  industry,  as  well  as  private  insur- 
ance carriers,  came  to  DELRO  requesting  private  review 
services  for  their  employees  and  insureds.  To  better  meet 
their  needs,  the  Board  of  Directors  decided  a separate 
private,  non-profit,  physician  organization  should  be 
established  without  federal  government  involvement.  In 


January,  1982,  the  Health  Services  Foundation  was  in- 
corporated and  introduced  to  the  medical  community. 
The  DELRO  membership  responded  favorably  and  be- 
came charter  members  of  the  Foundation.  The  current 
membership  is  739  physicians. 

The  DELRO  Professional  Review  Committee  continued 
to  evaluate  problems  in  utilization  of  facilities  and  ser- 
vices and  was  successful  in  reducing  a total  of  14,448 
days  of  care  in  the  acute  hospitals.  Out-patient  surgery 
increased  from  16%  to  23%,  as  compared  to  8%  nationally. 
This  increase  was  stimulated  by  the  regular  evaluation 
of  procedures  that  should  be  performed  on  an  outpatient 
basis. 

The  Quality  Assurance  Committee  has  conducted 
many  special  studies  which  identified  unacceptable  pat- 
terns of  care.  Hospitals  and  physicians  were  notified 
and  the  problem  areas  were  corrected.  The  Committee 
conducted  indepth  assessments  of  seven  physicians’  over- 
all practice  patterns  and  five  of  the  physicians  were  re- 
ferred to  the  Board  of  Directors  for  further  action. 

We  would  like  to  commend  these  two  Committees 
( 39  physicians ) for  their  dedication  and  continuing 
efforts  to  improve  the  patient  care  in  Delaware. 

Effective  July  1,  1982,  the  review  of  Medicaid  pa- 
tients in  Delaware  was  no  longer  a requirement  under 
the  PSRO  law.  The  Department  of  Health  and  Social 
Services  awarded  a private  contract  to  DELRO  to  con- 
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tinue  the  review  of  Medicaid  patients  as  in  the  past. 
The  results  of  these  reviews  will  be  forwarded  to  the 
Division  of  Economic  Services,  which  could  result  in 
recovery  of  monies  from  the  providers  for  inappropriate 
care. 

With  the  recent  passage  of  the  Utilization  and  Quality 
Control  Peer  Review  Bill  (S.2142),  it  appears  that  the 
federally  sponsored  peer  review  will  continue  to  be  a 
reality  indefinitely. 

Robert  L.  Meckelnburg,  M.D. 

President 

( The  report  was  filed. ) 

LEGISLATIVE  SPECIALIST'S  REPORT 

It  is  significant  that  of  the  scores  of  bills  reviewed  by 
the  Medical  Society  of  Delaware  during  the  two-year 
life  of  the  131st  General  Assembly,  only  one  (a  relatively 
innocuous  bill ) that  was  opposed  actually  made  it 
through  both  Houses  and  was  signed  into  law  by  Gover- 
nor du  Pont. 

By  contrast,  22  of  those  the  Medical  Society  supported 
were  enacted  and  signed. 

Additionally,  we  were  successful  in  amending  a num- 
ber of  bills  that  were  originally  opposed,  but  which 
would  have  been  acceptable  had  they  passed  in  their 


final  form.  This  category  includes  H.B.  365,  the  Nurse 
Practice  Act,  and  S.B.  292,  pertaining  to  clinical  social 
workers.  Both  of  these  bills  were  laid  on  the  table  by 
their  sponsors  at  the  request  of  the  professional  group 
they  pertain  to  after  our  amendments  were  adopted. 
There  are  indications  both  measures  will  be  back  for 
consideration  in  the  132nd  General  Assembly  that  was 
elected  November  2 and  will  convene  January  11th. 

The  more  important  legislation  enacted  included  pro- 
visions for  safety  restraints  for  children  in  cars,  auto- 
matic revocation  of  driver’s  license  if  convicted  of  illegal 
possession  of  controlled  substances  while  operating  a 
vehicle,  establishment  of  adult  protective  services  in  the 
Health  and  Social  Services  department,  donation  of  blood 
by  minors  without  parental  consent,  permitting  accredited 
universities  to  conduct  an  anatomical  studies  program, 
and  imposition  of  criminal  penalties  for  injuring  emer- 
gency care  personnel  in  the  act  of  rendering  such  care. 

We  also  were  successful  in  effecting  a number  of 
changes  in  the  Medical  Practices  Act.  These  included 
requiring  all  persons  regularly  engaged  in  the  practice 
of  medicine  in  Delaware  to  be  licensed  by  the  Delaware 
Board,  eliminating  the  requirement  that  the  President 
Judge  in  the  Superior  Court  sit  on  the  Board  as  a non- 
voting member,  putting  the  Board  of  Medical  Practice 
rather  than  the  State  Fire  Prevention  Commission  in 
charge  of  individuals  exempt  from  liability  for  giving 
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emergency  care,  and  permitting  disciplinary  action  to  be 
taken  against  a physician  whose  license  had  been  sus- 
pended in  another  state. 

There  was  also  controlling  noise  pollution,  elimination 
of  the  requirement  for  a pre-marital  examination  for  in- 
fectious syphilis,  and  raising  the  maximum  fine  for  failure 
to  comply  with  orders  of  regulations  of  the  Board  of 
Health. 

Ned  Davis 
Legislative  Specialist 

(The  report  was  filed  with  a commendation  to  Mr. 
Ned  Davis  for  his  continued  outstanding  work  on  be- 
half of  the  Medical  Society  of  Delaware.) 


MEDICAID  COST  CONTAINMENT  COMMITTEE, 
DEPARTMENT  OF  HEALTH  AND  SOCIAL 
SERVICES,  STATE  OF  DELAWARE 

There  are  approximately  50,000  Medicaid  recipients 
in  Delaware.  This  program  cost  $55,000,000  in  fiscal 
1981,  paid  for  50%  by  federal  money  and  50%  by  state 
money.  The  Reagan  administration  has  reduced  its  share 
to  48.5%,  unless  the  state  limits  its  annual  increase  from 
the  previous  24%  per  year  to  6%  per  year.  The  huge 
annual  increase  was  caused  by  increasing  numbers  of 
recipients,  secondary  to  the  economic  recession,  and  by 
the  escalating  costs  of  keeping  patients  in  nursing  homes, 
both  public  and  private. 

Dr.  Patricia  Schramm,  Secretary  of  Health  and  Social 
Services,  appointed  a Medicaid  Cost  Containment  Com- 
mittee to  work  with  her  to  recommend  measures  to  solve 
these  problems.  This  was  made  up  of  health  care  pro- 
fessionals, state  legislators,  state  administration  personnel, 
and  patient  representatives. 

The  Committee  met  frequently  for  seven  months  and 
considered  60  options  to  decrease  costs.  Fifteen  were 
finally  selected  for  prioritization.  Below  are  listed  the 
15  options,  followed  by  action  taken  by  Secretary 
Schramm: 

1.  Reimburse  hospitals  for  the  full  cost  of  bona 
fide  E.R.  visits;  for  others,  the  hospital  will 
be  reimbursed  at  the  average  physician  office 
rate  ( with  no  separate  payment  to  the  at- 
tending physicians )— Action  deferred  by 
Secretary  Schramm.  Problem  referred  to  a 
Hospital  Reimbursement  Task  Force  for 
review. 

2.  & 3.  Pre-op  stays  in  hospital  for  scheduled  sur- 

gery (2)  and  for  elective  surgery  (3)  to  be 
limited  to  one  day,  unless  additional  days 
are  approved  through  existing  utilization 
review  mechanism— To  be  implemented. 

4.  Co-payment  of  $1.00  will  be  imposed  on  each 
prescription  to  be  collected  from  patient  by 
pharmacist— To  be  implemented,  if  it  is  al- 
lowed by  federal  law. 


5.  Mandatory  second  opinion  for  elective  sur- 
gery—To  be  implemented. 

6.  Limit  fees  paid  to  physicians  for  hospital 
visits  to  those  paid  for  office  visits— To  be 
implemented. 

7.  Limit  the  number  of  physician  visits  per 
patient  to  12  per  year,  unless  additional  visits 
are  medically  justified  by  the  physician— 
To  be  implemented. 

8.  Reimburse  physicians  on  basis  of  90%  of 
the  75th  percentile  of  1981  charges— Phy- 
sician fees  to  be  increased  by  5.5%  over 
Medicaid  payments  in  1981,  retroactive  to 
1 October  1981. 

9.  & 10.  Reimburse  nursing  homes  at  fiscal  year  1981 
costs  plus  6%  for  inflation  ( 9 ) or  8.2%  for 
inflation  (10)— Nursing  homes  to  be  given 
5.5%  increase  for  inflation. 

11.  Monthly  issuance  of  Medicaid  l.D.  cards 
to  Supplemental  Security  Income  recipients 
every  month  instead  of  every  three  months, 
to  stop  coverage  of  those  who  lose  eligibility 
—Implemented. 

12.  Remove  coverage  of  Aid  to  Families  with 
Dependent  Children— related  from  18  to  21 
year  olds. 

13.  & 14.  Remove  coverage  for  General  Assistance 
Recipients  aged  19  and  20  years  (13)  and 
18,  19,  and  20  years  old  (14)— For  options 
12,  13,  14,  coverage  of  these  groups  was 
previously  mandated  by  federal  law,  but 
now  is  optional.  To  her  great  credit,  Dr. 
Schramm  has  ruled,  “Those  options  are  not 
being  considered  at  this  time;  we  do  not 
wish  to  remove  Medicaid  coverage  from 
any  individuals  now  covered  unless  change 
in  the  federal  law  or  fiscal  necessity  makes 
it  absolutely  essential.” 

15.  Pay  for  lab  procedures  at  the  lowest  price 
available  in  the  community,  using  the  price 
schedule  that  labs  use  to  charge  physicians. 
If  a physician  collects  blood  for  other  speci- 
mens in  his  office  for  processing  by  an  out- 
side lab,  he  will  be  permitted  to  add  a $3 
per  patient  per  day  fee,  regardless  of  how 
many  tests  were  done  for  that  patient— To 
be  implemented. 

In  addition  to  the  fifteen  options,  the  report  provided: 

I.  Any  measures  adopted  that  would  change  Medicaid 
benefits  stemming  from  this  cost  containment  effort 
should  be  re-examined  after  the  present  fiscal  emergency 
is  over  to  determine  whether  such  measures  need  to  be 
continued. 

II.  If  federal  law  is  changed  to  permit  it,  consider 
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requiring  relatives  of  patients  in  nursing  homes  to  con- 
tribute toward  their  care. 

III.  Department  of  Health  and  Social  Services  shall 
establish  a mechanism  for  determining  the  number  of 
Medicaid  certified  nursing  home  beds  needed  by  the 
community. 

IV.  State  legislature  will  be  asked  to  appropriate  funds  for 
an  independent  study  to  determine  why  it  costs  far  more 
to  care  for  a patient  in  a state  operated  public  nursing 
home  than  in  a private  nursing  home,  with  the  goal  of 
recommending  measures  for  more  efficient  and  less  costly 
administration  of  care. 

Secretary  Schramm  is  planning  special  task  forces  with 
representatives  from  concerned  agencies  to  continue  ex- 
amination of  Medicaid  related  problems.  One  of  these 
will  address  alternative  methods  of  reimbursing  physi- 
cians, and  will  have  as  one  if  its  members  an  official 
representative  of  the  Medical  Society  of  Delaware. 

As  your  representative  to  the  Medicaid  Cost  Contain- 
ment Committee,  I concluded  my  final  report  of  May 
25,  1982,  to  you  as  follows: 

“I  believe  a fundamental  restructuring  of  our 
Medicaid  care  delivery  system  is  required.  I 
submit  the  following  for  your  consideration, 
subject  to  your  modifications,  as  a basis  for 
discussion  with  Secretary  Schramm  and  her 
staff.” 

THE  DELAWARE  PRIMARY  PHYSICIAN 
CARE  PLAN 

It  is  proposed  that  the  Department  of  Health  and 
Social  Services  invite  each  Delaware  licensed  pedia- 
trician, family  physician  and  general  internist  to  sign 
an  agreement  to  participate  in  this  program  for  one  year. 
A list  of  participating  physicians  will  then  be  sent  to  each 
Medicaid  family.  The  head  of  the  family  will  then 
choose  for  one  year  that  physician  or  group  of  physicians 
who  will  be  the  primary  physician  for  self  and  family; 
the  physician  when  notified  will  have  the  right  to  accept 
or  reject  any  family.  The  Medicaid  card  will  then 
specify  the  primary  care  physician.  Once  a year  each 
family  and  physician  will  have  the  right  to  renew  or 
change  this  association. 

The  primary  physician  will  be  paid  a monthly  capita- 
tion fee  based  upon  what  the  services  to  be  rendered- 
by  him  cost  Medicaid  the  previous  year,  plus  a factor 
for  inflation,  if  any.  This  fee  will  pay  for  the  following 
services  by  the  primary  physician:  office  care,  home  care, 
physician  care  in  hospital  or  nursing  home.  The  phy- 
sician will  not  be  at  financial  risk,  but  will  be  guaranteed 
the  agreed  on  monthly  capitation  fee  for  his  services. 

Specialist  services  will  be  paid  by  Medicaid  on  a fee- 
for-service  basis,  but  will  be  paid  only  when  the  patient 
is  referred  by  the  primary  physician.  Similarly,  diagnos- 
tic services  (e.g.  X-ray,  lab),  ancillary  services  (e.g 


physical  therapy,  occupational  therapy),  and  hospital 
and  nursing  home  care  will  be  paid  fee-for-service,  but 
only  when  ordered  by  the  primary  physician. 

This  plan  will  preserve  the  physician-patient  relation- 
ship. It  will  control  costs  by  replacing  the  present  hodge- 
podge of  overlapping  and  wasteful  efforts  with  coordi- 
nated care.  It  will  be  open  to  participation  by  all  pri- 
mary care  physicians  on  a voluntary  basis.  It  will  foster 
the  encouragement  of  a healthy  relationship  of  mutual 
respect  and  responsibility  between  patient  and  physician 
by  requiring  each  to  reaffirm  the  relationship  each  year.” 

I was  told  verbally  that  this  proposal  was  not  accepted 
by  the  Board  of  Trustees  of  the  Medical  Society  of  Dela- 
ware as  a basis  of  discussion. 

The  need  for  action  is  great.  There  are  many  divisive 
forces  on  the  horizon,  not  least  of  which  is  the  H.M.O. 
of  Delaware.  I firmly  believe  that  our  Medical  Society 
of  Delaware  no  longer  should  wait  to  react  to  actions 
of  opposing  forces,  but  should  without  delay  initiate 
plans  for  new  methods  of  health  care  delivery  which 
will  better  serve  to  preserve  the  physician-patient  rela- 
tionship. 

David  Platt,  M.D. 

Representative 

( The  first  part  of  the  report  was  filed.  The  concept 
of  each  patient  having  a primary  care  physician,  as  out- 
lined in  the  second  part  of  the  report  dealing  with  the 
Delaware  Primary  Physician  Care  Plan,  was  endorsed, 
but  the  plan  as  written  was  rejected. ) 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION 
OF  SOCIAL  SERVICES,  STATE  OF  DELAWARE 

1982  was  an  interesting  year  for  the  Medical  Advisory 
Committee  of  the  Division  of  Social  Services.  Most  of 
the  time  was  spent  discussing  the  task  force  on  cost 
containment.  This  task  force  eventually  included  repre- 
sentatives from  the  providers  at  the  insistence  of  the 
Advisory  Committee  and  the  Medical  Society.  The  Sec- 
retary of  the  Department  of  Health  and  Social  Services 
and  her  organization  are  quite  resistant  to  the  needs  of 
the  providers  in  the  community  as  could  be  seen  by  the 
fact  that  Dr.  Frelick’s  cost  saving  options  were  totally 
ignored. 

It  appears  that  the  Medical  Advisory  Committee,  al- 
though enacted  by  legislation  in  Dover,  provides  advice 
that  is  unwanted  by  the  Division  of  Social  Services.  It 
is  unfortunate  that  such  a state  of  affairs  exists  at  a time 
when  there  is  an  emphasis  to  restrict  eligibility,  reduce 
benefits,  and  limit  reimbursement  of  hospitals  and  nurs- 
ing homes  that  provide  medical  care  to  the  poor  people. 
We  can  only  look  forward  to  a period  of  rapid  growth 
and  development  or  to  complete  dissolution  of  this  Com- 
mittee. 

Robert  Abel,  Jr.,  M.D. 

Representative 

( The  report  was  filed. ) 
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SPINA  BSF8DA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware,  Inc. 
( SBAD ) is  a chapter  of  the  Spina  Bifida  Association  of 
America  (SBAA),  a non-profit  organization  for  parents 
of  children  born  with  Spina  Bifida  and  related  neural 
tube  defects,  adults  with  these  problems,  interested  pro- 
fessionals, and  others,  including  relatives  and  friends  of 
those  having  Spina  Bifida. 

The  primary  function  of  SBAD  is  to  serve  as  a support 
network  for  parents  and  relatives  from  the  difficult  days 
of  adjustment  when  an  affected  child  is  born,  through 
the  years  of  medical  care,  special  education,  and  sociali- 
zation to  the  post  adolescent  period  of  self-care  and 
attainment  of  vocational  goals. 

The  activities  of  the  Spina  Bifida  Association  of  Del- 
aware in  which  the  aid  of  health  care  professionals  is 
particularly  necessary  include: 

1.  Parent  Outreach  Program.  This  program  encour- 
ages referrals  of  parents  and  relatives  of  Spina 
Bifida  children.  From  this  program  they  are  able 
to  share  common  experiences  and  provide  group 
support,  if  desired.  This  is  our  most  important 
program,  and  we  specifically  request  all  those  hav- 
ing knowledge  of  Spina  Bifida  children  or  adults 
to  actively  encourage  them  to  attend  the  meetings 
of  SBAD. 

2.  Guest  Speaker  Program.  Although  our  group  is 
small,  and  the  children  are  of  varying  ages  and 
degrees  of  disability,  certain  types  of  programs 
have  been  a common  interest,  including  those  on 
socialization  of  the  handicapped  child,  develop- 
ment and  treatment  of  hydrocephalus,  physical 
therapy,  genetic  and  environmental  causes  of  Spina 
Bifida,  bowel/bladder  programs,  and  mainstream- 
ing versus  special  schools  for  the  Spina  Bifida  child. 

We  solicit  those  of  you  who  deal  with  Spina  Bifida 
children  to  attend  our  meetings,  either  to  add  to  your 
knowledge  or  to  share  your  knowledge  with  us. 

Nina  L.  Steg,  M.D. 

Liaison 

( The  report  was  filed. ) 

RESOLUTIONS 

RESOLUTION  NO.  82-1 

Whereas,  the  issues  facing  organized  medicine  are  in- 
creasing in  number  and  in  complexity,  and 

Whereas,  preparation  for  mature  leadership  of  the 
Medical  Society  of  Delaware  requires  years  of  exposure, 
familiarity,  and  involvement;  now  therefore  be  it 

Resolved,  that  the  Bylaws  be  changed  to  make  the 
method  of  succession  to  the  office  of  President  so  that 
the  President-Elect  serves  annual  terms  as  Vice-Presi- 
dent, President-Elect,  and  then  President  in  that  order. 


This  new  method  of  succession  is  to  begin  with  the 
nomination  and  election  of  officers  in  1983. 

Board  of  Trustees 
Medical  Society  of  Delaware 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  adoption  of 
this  resolution. 

The  House  adopted  the  resolution. 

RESOLUTION  NO.  82-2 

Whereas,  Chapter  8 of  Title  16  of  the  Delaware  Code 
is  being  considered  for  revision;  and 

Whereas,  erythromycin  has  been  more  recently  en- 
dorsed by  scientific  review  as  a creditable  therapy  in 
the  prophylactic  treatment  of  the  inflammation  of  the 
eyes  of  the  newborn;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  support  the  change 
in  Section  803°  of  Chapter  8 of  Title  16  of  the  Delaware 
Code  to  include  erythromycin  as  such  a prophylactic 
drug. 

Rhoslyn  J.  Bishoff,  M.D. 

Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this  reso- 
lution be  adopted. 

The  House  adopted  the  resolution. 


Visiting  Nurse  Association 
of  Wilmington,  Inc. 

2713  Lancaster  Avenue 
Wilmington 

A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 


SERVING  NEW  CASTLE  COUNTY 
SINCE  1922 

A PARTICIPATING  MEDICARE  AGENCY 


Phone  658-5205 
(Newark)  368-6848 
(Dover)  674-8975 

VISITING  NURSE  ASSOCIATION  ^ 

A United  Way  Agency 


132 


Del  Med  Jrl,  Feb  1983— Vol  55,  No  2 


Proceedings  of  the  House  of  Delegates,  1982 


*§  803.  Treatment  of  eyes  on  birth;  endorsement 
on  birth  certificate 

Physicians,  midwives  or  other  persons  in  attendance 
ipon  cases  of  childbirth  shall  use  either  a 1 % solution 
d{  silver  nitrate,  or  a 10%  solution  of  argyrol  or  a 1% 
solution  of  protargol  or  their  therapeutic  equivalent  as  a 
prophylactic  against  inflammation  of  the  eyes  of  the 
newborn  and  shall  make  record  of  the  prophylactic  used 
and  shall  endorse  the  details  thereof  on  every  birth  cer- 
tificate. (29  Del.  Laws,  c.  51,  § 3;  32  Del.  Laws,  c.  42; 
40  Del.  Laws,  c.  97,  § 1;  Code  1935,  § 779;  16  Del.  C. 
1953,  § 903.) 

RESOLUTION  NO.  82-3 

Whereas,  Parkinson’s  Disease  and  Alzheimer’s  Disease 
are  appearing  more  often  on  hospital  final  diagnoses  and 
an  death  certificates;  and 

Whereas,  interpretations  of  these  diseases  are  con- 
fused with  paralysis  agitans  and  senile  dementia;  now 
therefore  be  it 

Resolved,  that  the  Council  on  Scientific  Affairs  of  the 
American  Medical  Association  be  asked  to  review  and 
evaluate  and  describe  these  diseases  with  distribution  of 
their  findings  in  the  Journal  of  the  American  Medical 
Association. 

Rhoslyn  J.  Bishoff,  M.D. 


Report  of  the  Reference  Committee 

The  Reference  Committee  recommended  that  this  reso- 
lution not  be  adopted. 

The  House  did  not  adopt  the  resolution. 

RESOLUTION  NO.  82-4 

Whereas,  the  Peer  Review  Committee  and  the  Pro- 
fessional Conduct  Committee  of  the  New  Castle  County 
Medical  Society  are  charged  with  certain  responsibilities 
for  the  mutual  benefit  of  the  membership  and  the  pub- 
lic; and 

Whereas,  the  Peer  Review  Committee  and  the  Pro- 
fessional Conduct  Committee  of  the  New  Castle  County 
Medical  Society  feel  constrained  in  their  investigations 
and  deliberations,  in  light  of  the  current  FTC  rulings; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  pre- 
pare legislation  which  will  provide  immunity  for  the  Peer 
Review  Committee  and  Professional  Conduct  Committee 
of  the  New  Castle  County  Medical  Society. 

New  Castle  County  Medical  Society 

(This  resolution  was  withdrawn  by  the  New  Castle 
County  Medical  Society  after  receipt  of  an  opinion  from 
the  State  Society’s  legal  counsel. ) 


SECOND  SYMPOSIUM  OF  DELAWARE  VALLEY 
CARDIOVASCULAR  RESEARCH  GROUP 
MARCH  30-31,  1983 

AT  THE 

ACADEMY  OF  MEDICINE,  WILMINGTON,  DE 

The  program  is  intended  for  physicians,  scientists,  and  nurses  interested  in 
research  application  to  cardiovascular  disease.  Featured  as  key-note  speaker 
will  be  Brian  Hoffman,  M.D.  of  the  College  of  Physicians  and  Surgeons  of 
Columbia  University  whose  topic  will  be  "Predicting  Antiarrhythmic  Efficacy." 
This  program  meets  the  criteria  for  9’/2  credit  hours  in  Category  I of  the  Physician's 
Recognition  Award  of  the  AMA. 

Registration  fee  is  $10  which  includes  admission  and  lunch  and  dinner  on 
March  30. 

For  more  information  contact: 

VIRGINIA  MILLER,  Ph.D. 

School  of  Life  and  Health  Sciences,  University  of  Delaware 
Newark,  Delaware  19711 

(302)  738-8958 


Del  Med  Jrl,  Feb  1983— Vol  55,  No  2 


133 


Proceedings  of  the  House  of  Delegates,  1982 


ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 
RESOLVED,  That  each  and  all  of  the  Resolutions,  acts 
and  proceedings  of  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  heretofore  had  been  adopted  since 
the  last  meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  as  shown  by  the  records  of  the 
minutes  and  all  the  acts  of  the  officers  and  trustees  of  the 
Society  in  carrying  out  and  promoting  of  the  purposes, 
objects  and  interests  of  this  Society  since  the  last  House 
of  Delegates  meeting  are  approved  and  ratified  and 
hereby  made  the  acts  and  deeds  of  the  Medical  Society 
of  Delaware. 

( The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office  and 
is  available  to  members  for  reference. ) 

V£  £ U? 

As  a memorial  to  the  members  of  the  Society  who  were 
lost  through  death  during  the  past  year,  the  assembly  rose 
for  a moment  of  silence  as  the  names  were  read: 

L.  William  Ferris,  M.D. 

James  A.  Flaherty,  M.D. 

Theofan  G.  Kuynckyj,  M.D. 

Harry  J.  Repman,  M.D. 

Herman  Rosenblum,  M.D. 

Francis  P.  Rovitti,  M.D. 


Owned  and  Occupied  by  a Medical  Specialist 
CONVERTING  TO  4 OFFICE  SUITES 
FOR  LEASE  OR  CONDOMINIUM  OWNERSHIP 
Designed  for  Medical  Occupancy 

CUSTOMIZED  TO  YOUR  NEEDS 
1000±  SQ.  FT.  SUITES 
SPECIAL  FINANCING  ARRANGED 
FOR  ALL  PURCHASERS 
ON-SITE  PARKING 
CONTACT: 

CHARLES  S.  ZEITZ 

ctottz 

Realty  co. 

1600  Pennsylvania  Ave. 
Wilmington,  DE  19806 

(302)  658-6681 


OFF  HARMONY  ROAD  and  KIRKWOOD  HIGHWAY 


UPDATE  IN 
INTERNAL  MEDICINE 
April  20-22,  1983 

A 3-day  intensive  symposium  sponsored 
by  the  Department  of  Medicine,  Jefferson 
Medical  College,  1025  Walnut  Street,  Phil- 
adelphia, PA. 

WILLIS  C.  MADDREY,  M.D. 

Course  Director 

A registration  fee  of  $325  includes  course 
syllabus  and  reception-dinner  at  the  Phil- 
adelphia Hershey  Hotel. 

For  further  information,  call  office  of  CME 

(215)  928-6992 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


ANNUAL  REVIEW  OF  MEDICINE:  SELECTED 

TOPICS  IN  CLINICAL  SCIENCES,  edited  by  Wil- 
liam P.  Cregor,  C.  H.  Coggins,  and  E.  W.  Han- 
cock, Annual  Reviews,  Inc.,  Palo  Alto,  California, 
1982.  585  pp.  Price  $22.00. 

The  current  volume  of  the  Annual  Review  of 
Medicine  continues  in  the  tradition  of  its  prede- 
cessors. Almost  40  essays  are  included,  covering 
a wide  range  of  clinical  and  research  topics.  In- 
cluded are  such  exotic  oddities  as  ciguatera  fish 
poisoning,  apparently  a common  cause  of  food 
poisoning  in  tropical  climates.  Surgical  top- 
ics such  as  myocardial  protection  during  cardiac 
surgery  and  pancreatic  transplantation  are  pre- 
sented, as  well  as  articles  on  pathophysiology  of 
medical  problems,  such  as  gastric  mucosal  in- 
jury in  sick  patients  and  psychiatric  aspects  of 
the  actions  of  endorphins.  There  are  also  ar- 
ticles that  are  of  clinical  use,  including  one  on 
therapy  of  the  hyperlipidemic  states  and  an 
article  discussing  treatment  of  iron  overloaded 
states. 

Most  of  the  articles  average  around  10  pages 
in  length,  with  a few  being  considerably  longer. 
The  overall  quality  of  the  articles  is  good,  with 
several  presentations  being  state  of  the  art  qual- 
ity. 

This  continues  to  be  an  enjoyable  series  to 
read,  and  may  even  be  a better  vehicle  for  keep- 
ing up  with  current  events  in  medicine  than 
trying  to  follow  the  mass  of  primary  medical 
literature. 

William  L.  Jaffee,  M.D. 

va  vi 

GERIATRIC  MEDICINE:  AN  EDUCATION  RE- 
SOURCE GUIDE,  by  Alan  S.  Robbins,  Susan  Vivell, 
Robert  L.  Kane,  Itamar  B.  Abrass,  Arlene  Fink, 
Jacqueline  B.  Kosecoft,  John  C.  Beck,  Ballinger 
Publishing  Company,  Cambridge,  Massachusetts, 
1981.  419  pp.  Price  $32.50. 


ELDERLY  PATIENTS  AND  THEIR  DOCTORS,  edited 
by  Marie  R.  Haug,  Ph.D.,  Springer  Publishing 
Company,  New  York,  New  York,  1981.  219  pp. 
Price  $20.95. 

ACUTE  GERIATRIC  MEDICINE,  edited  by  Davis 
Coakley,  M.D.,  PSG  Publishing  Company,  Inc.,  Lit- 
tleton, Massachusetts,  1981.  290  pp.  Illus.  Price 
$27.50. 

These  three  books  are  recent  additions  to  the 
burgeoning  field  of  geriatric  medical  literature. 
The  authors’  texts  have  completely  different  ob- 
jectives, context,  and  style. 

Geriatric  Medicine:  An  Educational  Resource 
Guide  is  a compendium  of  educational  informa- 
tion in  table  and  review  format.  The  authors 
have  attempted  to  make  a “comprehensive  re- 
source document”  for  those  people  who  will  be 
setting  up  courses  in  geriatrics.  For  that  purpose, 
their  book  is  valuable,  as  they  include  programs 
in  geriatrics  that  are  found  in  medical  schools 
and  continuing  medical  education  courses 
throughout  the  nation.  The  book  also  critiques 
recent  additions  to  geriatric  literature  and  com- 
ments on  some  new  books  in  the  process  of  pub- 
lication. In  addition,  the  book  lists  visual  aid 
material,  including  films  and  video  tapes,  that  is 
available  in  geriatric  medicine. 

This  book  would  certainly  not  be  needed  by 
the  generalist.  It  is  a reference  guide  and  suited 
for  use  in  libraries.  Because  there  were  165  con- 
tributors to  the  book,  the  text  lacks  controversy. 
Analysis  of  the  medical  school  programs  is  stereo- 
typed. At  times  there  are  blanks  in  the  program 
critiques,  indicating  a lack  of  effort  in  obtaining 
information.  Nevertheless,  the  book  will  be  a 
useful  reference  tool  in  an  area  which  has  not 
been  approached  before.  If  the  authors  update 
the  compendium  every  three  or  four  years,  it 
should  become  an  established  reference  guide. 
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Elderly  Patients  and  Their  Doctors  by  Marie 
R.  Haug  is  the  outgrowth  of  a symposium  in 
October  1979  at  Case  Western  Reserve  Univer- 
sity. Edited  presentations  were  incorporated 
into  chapters  which  the  editor  attempted  to  ar- 
range in  a functional  sequence.  Because  the 
editor  found  this  difficult  to  do,  she  prefaced 
sections  of  the  book  with  her  own  introductory 
statements  which  summarized  salient  points  in 
the  chapters  to  follow  in  an  attempt  to  weave  the 
discordant  presentations  together.  Needless  to 
say,  good  symposiums  do  not  make  great  books, 
and  this  one  is  no  exception. 

Certainly,  this  book  presents  new  insights  in 
doctor-patient  relationships.  The  focus  of  the 
book  tends  to  be  on  the  patient.  Any  analysis 
of  physicians  is  superficial.  Two  innovative  con- 
cepts in  the  book  were  presented  by  Irving 
Rpsow  in  “Coalitions  in  Geriatric  Medicine”  and 
by  Samuel  Bloom  and  Edward  Speedling  “Stra- 
tegies of  Power  and  Dependence  in  Doctor-Pa- 
tient Exchanges.”  Rosow  explores  the  triad  of 
patient,  offspring,  and  physician,  and  the  inter- 
actions and  alliances  that  can  be  formed.  Bloom 
and  Speedling  expand  the  models  of  doctor-pa- 
tient relationships,  especially  addressing  varying 
contexts  according  to  the  severity  of  illness  and 
historical  and  social  perspectives.  In  summary, 
the  book,  although  conceptually  creative,  lacks 
any  unifying  tone. 

Acute  Geriatric,  by  Davis  Coakley  is  a British 
introduction  into  the  field  of  gerontology.  It  is  a 
short  book  of  less  than  300  pages  with  each 
section  written  by  a different  author.  The  book 
has  the  traditional  British  virtues  of  brevity, 
clarity,  and  style,  but  unfortunately  it  is  too 
superficial  on  many  topics  to  be  a useful  refer- 
ence guide. 

Several  chapters  are  handled  well,  such  as 
those  on  hypothermia,  emergency  anesthesia  in 
the  elderly,  arterial  emergencies,  and  acute  uro- 
logical problems  in  old  age.  However,  the  chap- 
ters on  septicemia,  acute  cardiac  problems, 
stroke,  and  respiratory  disease  were  disappoint- 
ments. To  often  the  text  did  not  address  the 
differences  in  handling  elderly  patients  from 
others  with  these  problems.  Complications  of 
therapy,  dosing  schedules,  and  metabolic  han- 
dling of  various  drugs  were  not  addressed  in 


the  text.  Often  differences  were  noted  between 
American  and  British  standards  of  care. 

Although  enjoyable  reading,  the  book  will  not 
replace  any  of  the  standard  texts  for  geriatric 
medicine.  Chronic  disease  states  so  prevalent  in 
the  elderly  are  not  discussed.  Perhaps  with  more 
development  of  the  text  in  future  editions,  the 
book  will  have  greater  service  as  a medical  guide. 

Stephen  F.  Wetherill,  M.D. 

Vi  Vi  Vi 

OFFICE  TECHNIQUES  FOR  DIAGNOSING  SKIN 
DISEASE,  by  William  H.  Eaglstein,  M.D.  and  David 
M.  Pariser,  M.D.,  Year  Book  Medical  Publishers, 
Inc.,  Chicago,  1978.  185  pp.  Price  $30.00. 

The  usual  method  of  learning  procedures  in 
medicine  is  outlined  in  the  dictum  “see  one,  do 
one,  teach  one.”  Of  course,  this  method  relies 
on  the  opportunity  for  a procedure  to  be  done 
at  least  three  times  and  assumes  that  an  ade- 
quate, if  not  good,  teacher  is  available.  To 
learn  the  correct  methods  of  diagnosis  for  skin 
lesions  thus  requires  personal  study  with  a der- 
matologist. Office  Techniques  for  Diagnosing 
Skin  Disease  supplements  such  learning  and  can 
serve  as  a primary  instruction  guide  for  the  non- 
dermatologist. 

The  book  covers  techniques  for  the  diagnosis 
of  common  skin  problems,  such  as  fungal  and 
yeast  infections  and  scabies,  and  for  not  so  com- 
mon conditions,  such  as  leprosy.  Techniques  for 
doing  patch-testing  are  described,  as  are  the 
methods  for  doing  Nikolsky’s  sign,  the  Auspitz 
sign,  and  diascopy  and  their  clinical  significance 
discussed.  Methods  of  doing  punch,  shave  and 
incisional  biopsies  are  described  and  the  indica- 
tions for  each  method  clearly  outlined. 

The  first  half  of  the  book  is  narrative.  Each 
chapter  is  devoted  to  a specific  technique  and 
outlines  its  purpose,  diagnostic  value,  clinical 
indications,  materials  needed  and  then  describes 
the  procedure  itself  step-by-step.  Possible  re- 
sults are  described,  as  well  as  possible  artifacts, 
and  the  clinical  significance  of  the  results  dis- 
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cussed.  The  authors  also  point  out  problems 
that  might  occur  in  doing  the  procedure. 

The  second  half  of  the  book  consists  of  step- 
by-step  photographs  of  each  technique  and  its 
possible  results.  The  authors  have  tried  to  show 
the  “typical”  results  that  one  usually  encounters, 
rather  than  the  classic,  but  perhaps  uncommon, 
illustrations  of  the  various  diseases.  They  also 
depict  artifacts  that  can  result  and  be  misleading. 

The  text  is  concise  and  well-written;  the  illus- 
trations are  invaluable.  The  authors  have  suc- 
ceeded in  breaking  down  each  procedure  into 
its  basic  steps.  The  photographs  answer  any 
questions  the  text  may  miss.  This  book  cer- 
tainly achieves  its  purpose — to  enable  those  in 
general  practice  to  be  comfortable  with  and 
competent  in  using  the  techniques  of  dermato- 
logic diagnosis,  and  to  add  these  techniques  to 
their  repertoire  of  office  diagnostic  procedures. 

Anita  L.  Sager,  M.D. 

Dr.  Sager  is  a second-year  resident  in  Family  Practice. 


CLINICAL  ETHICS:  A PRACTICAL  APPROACH  TO 
ETHICAL  DECISIONS  IN  CLINICAL  MEDICINE,  by 
Albert  R.  Jonsen,  Ph.D.,  Mark  Siegler,  M.D.,  Wil- 
liam J.  Winslade,  Ph.D.,  JD,  Macmillan  Publish- 
ing Co.,  New  York,  1982.  183  pp.  Price  $15.95 

The  three  authors  are  a professor  of  ethics, 
an  internist,  and  an  attorney,  all  of  whom  teach 
ethics  in  medical  schools.  They  have  directed 
their  text  toward  the  practicing  physician,  and 
use  the  format  of  specific  clinical  cases  to  illus- 
trate their  handling  of  selected  ethical  problems. 
They  cover  a wide  range  of  issues  from  the  non- 
compliant  patient  to  euthanasia.  Although  I 
cannot  agree  with  all  of  their  conclusions,  their 
discussions  are  certainly  thoughtful  and  provoca- 
tive. My  only  adverse  criticism  is  that  at  times 
they  explain  too  much  of  the  basics,  as  though 
they  are  addressing  medical  students.  All  in  all 
though,  the  practicing  physician  will  find  this 
little  book  a help  in  handling  his  day-to-day 
ethical  problems. 

David  Platt,  M.D. 


HAPPY  HARRY’S  HOME  HEALTH  CARE 

A Everything  for  your  patient’s  good  Health 

Leisure- Lift® 


l 


* Medicare 
approved 

* Freedom  to  stand 
easily  without 
pain 

* No  imposing 
on  loves  ones 

* Recliners,  rockers 
and  occasional  chairs 

* Choice  of  fabrics 
and  colors. 

* Easy  to  use 
controls. 


OXYGEN 


a 


$ 


* Authorized  JOBST® 
dealer 

* HOLLISTER®  and  SQUIBB® 
ostomy  supplies 

* Oxygen  - tanks  and 
concentrators 

* Complete  line  of  patient 
aids 

* Professional  Orthopedic 
Fitters 

* We  accept  assignment 


These  products  & services  available  from  all  16  Happy  Harry’s. 
Call  or  visit  our  HOME  HEALTH  CARE  CENTER  - 654-3019 
Trolley  Square  Shopping  Center  - Delaware  Ave.  Wilmington 
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“Here’s  a Sensible 
Weight-Loss  Program 
That  Really  Works! 

DIET  CENTER 

In  just  12  years.  Diet  Center  has  grown  to  over  1,550  locations  all  across  the 
United  States  and  Canada.  We’ve  grown  to  this  scope  this  quickly  for  one 
basic  reason  . . . Our  Program  Works!  The  Diet  Center  Program  is  totally 
natural  and  based  on  sound  nutrition.  Techniques  employed  during  private, 
daily  counseling  and  weigh-in  sessions  emphasize  the  need  for  permanent 
changes  in  eating  habits  to  achieve  and  maintain  ideal  body  weight.  Behavior 
modification,  a nutritionally  balanced  diet  and  the  support  of  a counselor 
who  cares  help  Diet  Center  patrons  lose  weight  quickly  and  safely.  Diet 
Center  Counselors  work  closely  with  each  dieter’s  personal  physician. 


AVERAGE  WEIGHT  LOSS: 

17  TO  25  POUNDS 

IN  JUST  SIX  WEEKS 


And,  if  necessary,  that  rate  of  reduction  can  be  sustained  until  50, 75  or  even 
100  pounds  and  more  have  been  lost.  There  are  separate  programs  for  men, 
women  and  youngsters. 


Call  Today! 


NO  SHOTS  • NO  DRUGS 
NO  CONTRACTS 


« 


The  Natural  Wax j to  Lose  Weight! 


® 1982  - Diet  Center,  Inc. 


Call  today  for  a free,  introductory  consultation. 
IT  COULD  CHANGE  YOUR  LIFE! 

7 LINDELL  SQ.  52  INDEPENDENCE  MALL 
1601  MILLTOWN  ROAD  656-6363 

998-0800 


In  Brief 


President 

Honored 


Division  of  Mental 
Health  Gets  New 
Director 


Academy  of  Family 
Physicians 
Winter  Course 


National  Council 
On  Aging  33rd 
Annual  Conference 


The  Role  of 
Institutional  Ethics 
Committees  in 
Medical  Decision 
Making 


Ignatius  J.  Tikellis,  M.D.,  President  of  the  Medical  Society  of  Delaware,  was 
honored  with  a citation  commending  his  leadership  in  trying  to  hold  down  health 
care  costs  in  Delaware.  Appreciation  and  congratulations  for  Dr.  Tikellis’  con- 
tinued efforts  were  expressed  by  the  AARP  State  Legislative  Committee,  the 
Governor’s  Advisory  Committee  on  Aging,  and  the  Delaware  Retired  Teachers 
Association. 


Dr.  John  D.  Henderson,  a clinical  psychologist,  will  become  director  of  Dela- 
ware’s Division  of  Mental  Health  effective  February  16.  Since  1970,  Dr.  Hen- 
derson has  served  as  executive  director  of  the  Rebecca  Gratz  Club  in  Philadel- 
phia, a multi-service  treatment  agency  for  adolescent  girls.  He  received  his 
doctorate  in  clinical  psychology  from  Syracuse  University.  He  is  a member  of 
the  American  Academy  of  Psychotherapists,  the  American  Psychological  Asso- 
ciation, and  the  Pennsylvania  Alliance  of  Specialized  Mental  Health/Mental  Re- 
tardation agencies. 


The  Delaware  Academy  of  Family  Physicians  will  present  three  lectures  in  March 
as  part  of  their  1983  Winter  Course.  On  March  2,  H.  George  DeCherney,  M.D. 
will  speak  on  ANTI-DEPRESSANT  DRUG  THERAPY:  PAST  AND  PRESENT. 
David  E.  Raskin,  M.D.  will  lecture  March  9 on  SEXUAL  KNOWLEDGE  MOST 
VITAL  TO  THE  FAMILY  PHYSICIAN  IN  HIS  PRACTICE.  The  final  lecture 
in  the  series  will  be  given  on  March  16  by  Jan  Richard  Weber,  M.D.,  who  will 
be  speaking  on  THE  USE  OF  NITRATES  IN  ANGINA.  All  lectures  will  be 
given  in  the  St.  Francis  Hospital  Conference  Center,  8th  and  Du  Pont  Streets, 
Wilmington,  Delaware  from  1:00  P.M.  until  4:00  P.M.  The  registration  fee  for 
each  individual  lecture  is  $20  if  you  are  not  registered  for  the  entire  program. 
Each  lecture  is  acceptable  for  three  Prescribed  hours  by  the  American  Academy 
of  Family  Physicians.  Contact:  Anne  Shane  Bader,  Executive  Director,  Dela- 
ware Academy  of  Family  Physicians,  1925  Lovering  Avenue,  Wilmington,  Dela- 
ware 19806,  (302  ) 658-7596. 

The  33rd  Annual  Conference  of  the  National  Council  on  Aging  will  be  held 
March  13-16,  1983,  in  Detroit,  Michigan.  This  year’s  program  theme  is  TO- 
WARD A CARING  SOCIETY  and  will  focus  on  three  principal  targets  that  re- 
flect the  broad  issues  involved  in  serving  the  needs,  priorities,  and  concerns  of 
older  people.  The  registration  fee  for  the  program  is  $105  for  members  and  $155 
for  nonmembers.  Contact:  NCOA  Finance  Department,  600  Maryland  Avenue, 
S.W.,  West  Wing  100,  Washington,  D.C.  20024. 


The  American  Society  of  Law  and  Medicine  is  sponsoring  a conference  on  IN- 
STITUTIONAL ETHICS  COMMITTEES:  THEIR  ROLE  IN  MEDICAL  DE- 
CISION MAKING  April  21-23,  1983,  in  Washington,  D.C.  The  program  will 
examine  the  roles  and  functions  of  institutional  ethics  committees,  including  the 
review  of  decisions,  in-house  education,  and  consultation.  The  conference  is 


Del  Med  Jrl,  Feb  1983— Vol  55,  No  2 


141 


In  Brief 


Tampa  Bay 
Cardiovascular 
Seminar 


ASCP/CAP  Spring 
Meeting 


Advanced  Cardiac 
Imaging  Seminar 


Anesthesiology 

Symposium 


accredited  for  continuing  education  credit  by  medical,  nursing,  and  legal  asso- 
ciations. For  registration  information  contact:  American  Society  of  Law  and 
Medicine,  765  Commonwealth  Avenue,  Boston,  MA  02215,  (617)  262-4990. 


The  program  for  the  Tampa  Bay  Cardiovascular  Seminar  will  be  ACUTE  MYO- 
CARDIAL INFARCTION:  PREPARING  THE  DISCHARGE.  The  conference 
is  scheduled  for  April  8-9,  1983,  in  Tampa,  Florida.  The  program  is  acceptable 
for  10  Prescribed  hours  by  the  American  Academy  of  Family  Physicians  and  10 
hours  of  credit  in  Category  I for  the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association.  Registration  fee  is  $75  for  physicians  who  are  members 
of  the  American  Heart  Association,  $100  for  physicians  who  are  not  members 
of  the  AHA,  and  $30  for  nurses.  Contact:  Dixon  E.  Smith,  Executive  Director, 
American  Heart  Association,  Hillsborough  County  Chapter,  P.O.  Box  4835, 
Tampa,  Florida  33677. 


The  Annual  Spring  Meeting  of  the  American  Society  of  Clinical  Pathologists  and 
the  College  of  American  Pathologists  will  be  held  in  Chicago,  Illinois,  April  9-14, 
1983.  The  meeting  will  offer  workshops,  seminars,  special  programs,  and  paper 
and  poster  sessions  in  Anatomic  and  Clinical  Pathology.  Contact:  Michael  Kelle- 
her,  ASCP  Customer  Services,  2100  West  Harrison  Street,  Chicago,  Illinois 
60612,  (312)  738-1336. 


The  San  Diego  Cardiac  Center  of  the  Sharp  Memorial  Hospital  is  sponsoring 
a seminar  entitled  ADVANCED  CARDIAC  IMAGING  to  be  held  April  28-30, 
1983  in  San  Diego.  The  symposium  will  review  the  latest  advances  in  imaging 
and  indications  for  their  clinical  use  in  cardiac  studies  and  discuss  each  of  the 
key  imaging  modalities,  including  nuclear  medicine,  digital  x-ray,  position  emission 
tomography,  gated  computed  axial  tomography,  echocardiography,  and  nuclear 
magnetic  resonance.  The  seminar  has  been  designated  for  18.5  CME  credit 
hours  in  Category  I.  Registration  fee  is  $250  ($150  for  fellows  and  residents). 
Contact:  Nomi  Feldman,  Conference  Coordinator,  3770  Tansy,  San  Diego,  Cali- 
fornia 92121,  (619)  453-6222. 

The  University  of  Kansas  College  of  Health  Sciences  and  Hospital  is  sponsoring 
the  Thirty-third  Annual  POSTGRADUATE  SYMPOSIUM  ON  ANESTHESI- 
OLOGY in  Kansas  City  April  22-24,  1983.  This  program  consists  of  a variety 
of  subjects  which  will  cover,  directly  or  indirectly,  the  practices  of  anesthesia 
in  patient  care,  in  the  operating  room  and/or  outside  the  operating  room.  It 
includes  pharmacology,  physiology,  and  technical  application  of  those  basic 
science  knowledges  in  patient  care.  This  symposium  meets  the  criteria  for  13.5 
credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA. 
The  registration  fee  for  the  course  is  $225.  Full  time  students,  interns,  or  resi- 
dents can  register  for  half  price.  Contact:  Office  of  Continuing  Education, 
The  University  of  Kansas  College  of  Health  Sciences  and  Hospital,  Rainbow  at 
Olathe  Boulevard,  Kansas  City,  Kansas  66103,  (913)  588-4488. 
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TWO-TIER  MEDICAL  CARE  SYSTEM  IN  DELAWARE? 


Senate  Bill  No.  2 refers  to  legislation  intro- 
duced in  the  State  Senate  of  Delaware  to  revise 
and  replace  the  current  Nurse  Practice  Act.  One 
of  the  key  provisions  of  the  proposed  revision 
is  the  authorization  granted  to  the  Board  of 
Nursing  to  set  standards  of  nursing  practice, 
including  those  for  a nurse  practitioner,  which 
the  proposed  legislation  establishes  and  defines 
as  a new  category  of  nursing. 

Should  Senate  Bill  No.  2 be  passed  in  its  pres- 
ent form,  the  public  will  have  a new  level  of 
Medical  Care  under  the  guise  of  Nursing  Care. 
Nurses  using  “nursing  assessment”  to  arrive  at  a 
“nursing  diagnosis”  will  then  use  “nursing  inter- 
vention” to  treat  patients,  these  terms,  of  course, 
being  defined  by  the  Board  of  Nursing.  Thus 
would  be  created  a TWO-TIER  MEDICAL 
CARE  SYSTEM  IN  DELAWARE. 

The  initial  concept  of  Nurse  Practitioner  oc- 
curred years  ago  when  there  was  a shortage  of 
physicians.  It  would  appear  there  is  no  shortage 
of  physicians  in  Delaware.  More  than  400  new 
physicians  have  been  granted  licenses  in  Dela- 
ware during  the  past  five  years — an  almost  50% 
increase.  Many  of  these  new  physicians  are 
those  who  see  patients  at  the  primary  care  level — 
Family  Physicians,  Internists,  Pediatricians,  and 
Obstetricians/Gynecologists.  Clearly  the  need 
for  Nurse  Practitioners  as  originally  conceived 
is  no  longer  there. 

A more  important  question,  however,  is 
whether  it  is  in  the  public  interest  to  have  two 
levels  of  care  at  the  entry  level.  Is  it  in  the 
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public  interest  to  have  two  levels  of  care  that 
are  not  equal?  Is  the  public  ready  to  accept 
differences  in  the  quality  of  care  at  the  entry 
level  on  the  basis  that  it  will  provide  the  chance 
to  save  money?  Can  nurses,  trained  only  by 
nurses,  with  less  education,  with  less  clinical  ex- 
posure offer  the  same  quality  of  care  as  primary 
physicians  with  eight  years  of  intensive  premedi- 
cal and  medical  education  and  at  least  three 
more  years  of  intensive  hospital  clinical  educa- 
tion and  experience?  Can  they  compare  in  knowl- 
edge and  skills?  I think  not. 

Physicians  believe  that  advances  in  medicine 
permit  additional  skills  and  responsibilities  for 
nurses  which  should  be  recognized  in  the  Dela- 
ware Code.  Nevertheless,  certain  portions  of 
S.B.  2 cannot  be  supported.  The  bill  creates 
ambiguity  about  who  can  diagnose  and  prescribe 
for  a patient — the  physician,  the  nurse,  or  both? 
In  medical  care  there  can  be  no  ambiguity.  The 
responsibility  for  diagnosis  and  prescription  is 
clearly  that  of  the  physician. 

I believe  that  the  public  interest  will  best  be 
served  if  the  Legislature,  in  its  collective  wisdom, 
modifies  the  submitted  legislation  so  that  we  do 
not  have  TWO  CLASSES  OF  MEDICAL  CARE. 


Ignatius  J.  Tikellis,  M.D. 
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OFFICERS  AND  TRUSTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  1982-83 
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FEVER  OF  UNKNOWN  ORIGIN  IN  THE  ELDERLY 


Burke  A.  Cunha,  M.D. 


Introduction 

Since  antiquity,  fever  has  been  a cardinal  sign 
of  disease.  Prolonged  fevers  have  always  posed 
a diagnostic  challenge  to  the  clinician.  A “Fever 
of  Unknown  Origin”  (FUO),  or  prolonged  fever 
without  obvious  etiology,  is  defined  as  a fever 
equal  to  or  greater  than  100.5°  Fahrenheit  that 
lasts  for  at  least  one  month  during  which  time 
the  cause  is  not  apparent. 

While  the  most  frequent  cause  of  FUOs  re- 
mains infectious,  noninfectious  FUOs  also  occur. 
Neoplasms,  collagen  vascular  diseases,  hyper- 
sensitivity and  autoimmune  diseases,  and  a vari- 
ety of  other  disorders,  present  as  an  FUO.  Since 
Petersdorf  and  Beeson’s  classic  description  in 
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1961, 1 there  have  been  significant  changes  in  the 
relative  frequency  of  the  diseases  responsible 
for  fever  of  unknown  origin.  For  example,  in 
recent  years  the  incidence  of  collagen  vascular 
disease  has  decreased  and  the  relative  incidence 
of  neoplasms  presenting  as  FUOs  has  increased.2 

The  elderly  patient  presenting  with  an  FUO 
presents  special  diagnostic  problems  to  the  clini- 
cian. As  immune  surveillance  functions  decrease, 
pathogens  usually  associated  with  diseases  in 
the  neonate  or  the  compromised  host  are  seen 
with  increasing  frequency.  Many  of  these  intra- 
cellular infectious  processes  present  as  an  FUO. 

The  manifestations  of  disease  processes  be- 
come increasingly  more  subtle  in  the  elderly  pa- 
tient. Multi-system  disease  may  make  the  recog- 
nition of  a new  pathological  process  more  diffi- 
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cult.  The  elderly  patient  with  a silent  perfora- 
tion of  a diverticulum,  the  appendix,  or  gall 
bladder,  may  not  present  with  the  classical  signs 
of  peritoneal  irritation,  but  because  of  peritoneal 
spillage  and  subsequent  abscess  formation  pre- 
sent as  an  FUO.  The  elderly  patient  should  thus 
be  reviewed  as  a compromised  host,  particularly 
prone  to  certain  types  of  infections  that  may 
manifest  in  atypical  or  subtle  fashion,  including 
as  a fever  of  unknown  origin. 

Diagnostic  Approach 

Since  no  specific  diagnostic  approach  is  use- 
ful in  all  patients,  it  seems  logical  to  adopt  a 
general  common-sense  approach,  searching  care- 
fully for  diagnostic  clues  in  the  history,  physical 
examination,  pattern  of  fever,  and  selected  labo- 
ratory tests.  In  the  majority  of  cases,  important 
diagnostic  clues  will  be  obtained  from  one  of 
these  four  areas.  However,  in  a small  but  sig- 
nificant number  of  patients  there  will  be  no 
clues  suggested.  Fortunately,  the  number  of 
diagnostic  possibilities  in  this  category  is  limited. 
In  some  cases,  even  after  the  most  systematic  and 
comprehensive  workup,  the  cause  of  fever  will 
remain  elusive.  As  a general  rule,  as  the  dura- 
tion of  fever  increases,  the  likelihood  of  an  in- 
fectious etiology  decreases.  In  some  patients, 
only  continued  observation  over  a prolonged 
period  of  time  will  eventually  reveal  the  cause 
of  the  FUO. 

A fever  of  unknown  origin  in  the  elderly  pa- 
tient, in  my  view,  is  most  easily  and  best  ap- 
proached using  such  a system  of  diagnostic  clue- 
oriented  workup  by  history,  physical  examina- 
tion, fever  pattern,  and  laboratory  tests. 

History 

The  most  common  infectious  disease  entities 
to  present  as  an  FUO  are  subacute  bacterial  en- 
docarditis, tuberculosis,  and  infections  involving 
the  liver.  Although  “the  history  is  the  diagnosis” 
is  an  aphorism  of  great  utility  in  general  medi- 
cine, it  provides  relatively  few  clues  to  the  elderly 
patient  with  an  FUO.1'3 

Giant  cell  arteritis  usually  affects  patients  late 
in  life  and  may  present  as  an  FUO  with  unex- 
plained recurrent  fevers.  Persistent  mild  head- 
aches, with  or  without  associated  visual  disturb- 
ances, in  conjunction  with  myalgias  or  arthral- 


gias should  suggest  the  diagnosis.  Supporting 
laboratory  evidence  includes  an  erythrocyte  sedi- 
mentation rate  (ESR)  greater  than  100  mm  per 
hour  and  a normochromic/normocytic  anemia. 
It  is  important  to  remember  that  fewer  than  half 
of  patients  with  giant  cell  arteritis  do  not  have 
tender  temporal  arteries  on  physical  examina- 
tion. An  important  clue  to  the  presence  of  tem- 
poral arteritis  is  the  two-year  distribution  of  the 
myalgias  and  arthralgias,  usually  limited  to  the 
limb-girdle  musculature.  Myalgias  and  arth- 
ralgias associated  with  collagen  vascular  diseases 
are  usually  peripheral  rather  than  central  in  dis- 
tribution.4 

Brucellosis  may  present  as  an  FUO  in  patients 
with  a history  of  contact  with  the  secretions  or 
excretions  of  swine,  goats,  cows,  sheep,  or  horses 
or  in  those  who  admit  to  the  consumption  of  raw 
milk  or  dairy  products.  In  its  classical  form, 
undulant  fever  due  to  brucellosis  may  present 
great  diagnostic  difficulties  if  the  clinician  does 
not  suspect  the  diagnosis.  The  patient  has  usu- 
ally lost  weight,  experiences  prostration  out  of 
proportion  to  physical  findings,  has  fever,  shak- 
ing chills,  severe  headaches,  and  backache.  The 
only  clues  on  physical  examination  may  be 
splenomegaly  and  tenderness  over  the  sciatic 
nerve.  Epididymo-orchitis  when  present  may 
also  present  an  important  diagnostic  clue.  Al- 
though many  patients  with  brucellosis  reveal 
absolutely  no  abnormalities,  two  unusual  ab- 
normalities may  suggest  the  diagnosis.2  “Spinal 
tenderness”  does  not  suggest  many  other  dis- 
orders aside  from  brucellosis.  Another  distinc- 
tive feature  of  brucellosis  is  the  paucity  of  ob- 
jective findings,  a paucity  which  is  out  of  pro- 
portion to  the  intensity  of  the  patient’s  com- 
plaints. Laboratory  findings  include  a relative 
lymphocytosis  with  a variable  number  of  atypi- 
cal lymphocytes.  Anemia  is  not  a feature,  the 
white  count  is  usually  within  normal  limits,  and 
the  sed  rate  is  variably  elevated  in  the  moder- 
ate range.  Diagnosis  is  made  by  isolation  of 
the  organism  from  blood,  bone  marrow,  or  liver 
biopsy  specimen.  Brucellosis  may  be  confirmed 
serologically. 

Leptospirosis  is  an  uncommon  cause  of  fever 
of  unknown  origin  because  of  its  self-limiting 
nature.  However,  some  patients  with  continued 
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fevers  may  present  as  an  FUO.  Associated  diag- 
nostic signs  include  conjunctival  suffusion,  head- 
ache, severe  myalgias  (especially  of  the  thighs 
and  lumbar  area),  cough  and  chest  pain,  all  of 
which  characterize  the  leptospiremic  stage.  Asep- 
tic meningitis  is,  with  or  without  chills  and  fever, 
the  characteristic  form  of  presentation  during 
the  immune  phase  of  leptospirosis.  The  sedi- 
mentation rate  is  usually  moderately  elevated. 
In  the  leptospiremic  or  immune  phase,  an  ab- 
normal urinary  sediment  may  suggest  the  diag- 
nosis, as  may  abnormal  liver  function  tests  or  an 
elevated  CPK  may  suggest  the  diagnosis.  A his- 
tory of  a contact  with  dogs  should  be  sought.2’4 

Another  disease  characterized  by  contact  with 
infected  milk  products  is  Q-Fever,  caused  by 
Coxiella  burnetii  and  characterized  by  fever  and 
headache.  An  important  clue  to  the  diagnosis  is 
pulmonary  findings  of  “atypical  pneumonia.” 
A clue  to  the  diagnosis  is  the  presence  of  either 
associated  granulomatous  hepatitis  or  endocar- 
ditis. The  latter,  suggested  by  embolic  pheno- 
mena from  large  vegetations  involving  aortic 
valve,  may  present  as  an  FUO.  In  20%  of  the 
patients,  in  whom  non-productive  cough  and 
fever  last  for  more  than  one  month,  the  diagnosis 
is  made  by  a rising  complement  fixation  titer 
in  patients,  and  an  appropriate  history  of  inhala- 
tion of  contaminated  dust  or  ingestion  of  milk 
products  contaminated  with  the  organism.4-5 

In  an  elderly  patient,  mental  confusion  may 
be  the  only  sign  indicative  of  a chronic  menin- 
gitis presenting  as  an  FUO.  Basilar  meningitis 
due  to  tuberculosis  or  sarcoidosis  not  uncom- 
monly presents  in  this  fashion.  Alternately,  a 
similar  picture  may  be  produced  by  metastatic 
carcinoma  or  cryptococcal  meningitis.1’2  (Table 
1) 

Physical  Examination 

A regional  search  for  significant  signs  on  phy- 
sical examination  may  provide  important  diag- 
nostic clues.  Conjunctival  suffusion  suggests 
leptospirosis  or  streptobacillary  fever,  whereas 
subconjunctival  hemorrhage  suggests  endocar- 
ditis or  trichinosis.  Conjunctivitis  suggests  tu- 
berculosis, histoplasmosis,  cat  scratch  fever,  or 
chlamydial  infection.  Rheumatoid  arthritis,  SLE, 
or  periarteritis  nodosa  may  initially  manifest  as 


“dry  eyes.”  Band  keratopathy  suggests  adult- 
juvenile  arthritis  or  sarcoidosis.  Inspection  of 
the  orbit  may  suggest  infiltrative  disease  due  to 
metastatic  carcinoma  or  lymphoma.  Fundu- 
scopic  examination  may  reveal  tubercles  suggest- 
ing disseminated  tuberculosis.  Uveitis  occurs 
with  sarcoidosis,  lupus,  adult-juvenile  rheuma- 
toid arthritis,  toxoplasmosis,  syphilis,  or  tuber- 
culosis. It  should  be  stressed  that  the  diseases 
mentioned  do  not  always  present  with  these  par- 
ticular features,  but  nevertheless  the  abnormali- 
ties mentioned  may  be  the  sole  objective  finding 
in  addition  to  fever  in  the  elderly  patient  with  an 
FUO. 

Examination  of  the  neck  may  reveal  single 
or  multiple  nodes  as  the  sole  physical  finding, 
or  may  be  a part  of  generalized  adenopathy.  Cer- 
vical adenopathy  occurs  with  infectious  mono- 
nucleosis, CMV,  toxoplasmosis,  tuberculosis. 


TABLE  1 

HISTORICAL  CLUES 


ANIMAL  CONTACT 

HEADACHE/MYALGIAS 

Psittacosis 

Psittacosis 

Leptospirosis 

Q Fever 

Brucellosis 

Streptobacillary  Fever 

Cat  Scratch  Fever 

Leptospirosis 

Q Fever 

MEDICATION/TOXIC 

HEADACHE 

SUBSTANCE  EXPOSURE 

Malaria 

Drug  Fever 

Brucellosis 

NON-PRODUCTIVE  COUGH 

MENTAL  CONFUSION 

TB 

Sarcoidosis 

Q Fever 

Tuberculosis  (TB) 

Typhoid  Fever 

Metastatic  Carcinoma 

Psittacosis 

Cryptococcal  Meningitis 

Legionnaire's  Disease 

Brucellosis 
Typhoid  Fever 

FATIGUE 
Carcinoma  (Ca) 

MYALGIAS 

Lymphoma 

Gonococcal  Arthritis  (GCA) 

Anicteric  Hepatitis 

Trichinosis 

Cytomegalovirus  (CMV) 

Endocarditis 

Infectious  Mononucleosis 

Juvenile  Rheumatoid  Arthritis 

SLE 

(adult)  (JRA) 

RA 

Toxoplasmosis 

Systemic  Lupus  Erythematosus 
(SLE) 

Periarteritis  Nodosa  (PAN) 

BACK  PAIN 

Brucellosis 

Endocarditis 

Rheumatoid  Arthritis  (RA) 

NECK  PAIN 

Familial  Mediterranean 

Subacute  Thyroiditis 

Fever  (FMF) 

JRA  (adult) 
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lymphoma,  and  metastatic  carcinoma.  Although 
usually  associated  with  multiple  node  involve- 
ment in  the  patient  presenting  with  an  FUO,  a 
single  node  may  be  the  only  clue  to  the  diag- 
nosis.67 Patients  having  subacute  thyroiditis 
usually  do  not  have  a palpable  thyroid.  Their 
chief  complaint  is  a sore  throat.  Pain  may  per- 
sist for  weeks  or  months  in  association  with  a 
low-grade  fever.  The  clue  to  the  diagnosis  is 
always  some  tenderness  over  the  thyroid  isthmus. 
The  diagnosis  is  made  on  the  basis  of  thyroid 
function  test.4 

Examination  of  the  chest  may  provide  im- 
portant diagnostic  clues.  Chronic  bronchiectasis 
and  multiple  small  pulmonary  emboli  may  cause 
fever.  The  only  clue  to  the  diagnosis  may  be 
wheezing  heard  during  auscultation.  Pulmonary 
emboli  in  a patient  with  FUO  usually  originates 
from  the  pelvic  veins.  Arterial  blood  gases  may 
be  near  normal,  but  the  diagnosis  may  be  con- 
firmed by  radionuclide  scanning  techniques  or 
angiography.2,3 

Examination  of  the  heart  may  reveal  cardio- 
megaly  due  to  pericardial  effusion.  A clue  to 
the  tuberculous  etiology  of  a pericardial  effusion 
is  associated  substernal  chest  pain  over  the  lower 
third  of  the  sternum  which  is  relieved  by  local 
pressure. 

Since  endocarditis  is  an  important  cause  of 
fever  of  unknown  origin  in  the  elderly,  much 
attention  is  directed  towards  demonstrating  a 
murmur.  A common  mistake  is  to  assume  that 
the  murmur  present  is  physiological  and  due  to 
the  patient’s  advanced  age.  As  a grade  one  over 
two  murmur  may  initially  be  the  only  manifesta- 
tion of  endocarditis  in  the  elderly  patient,  one 
should  not  be  too  quick  to  dismiss  this  as  a flow 
murmur.  To  further  complicate  the  situation, 
the  murmur  may  not  be  initially  audible  and 
occasionally  is  heard  only  after  the  completion 
of  therapy.  Fever  in  the  elderly  patient  with 
endocarditis  may  be  low,  which  may  erroneously 
lead  one  from  considering  the  diagnosis.  Elderly 
patients  most  commonly  present  with  endocar- 
ditis due  to  Strep  viridans  from  poor  dentition. 
Enterococcal  endocarditis  is  also  relatively  fre- 
quent in  this  age  group  because  of  urinary  tract 
or  gastrointestinal  tract  manipulative  procedures. 
A clue  to  enterococcal  endocarditis  is  the  back 
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pain,  an  important  feature  of  the  disease.  Endo- 
carditis is  decreasing  as  an  important  cause  of 
fever  of  unknown  origin  because  of  improved 
culture  techniques  and  increased  physical  aware- 
ness.8 

A murmur  that  varies  with  position  may  sug- 
gest a left  atrial  myxoma.  Patients  with  atrial 
myxoma  may  present  with  embolic  phenomenon 
from  the  myxoma  but  more  commonly  are  totally 
asymptomatic.  Persistent  low-grade  fever  may 
be  the  only  manifestation.  The  diagnosis  is  made 
by  echocardiography;  the  disease  is  suggested  by 
an  elevated  sed  rate,  usually  over  100,  and  diffuse 
hyperglobulinemia.  Atrial  myxoma  is  an  uncom- 
mon cause  of  FUO;  it  is  nevertheless  an  easily 
diagnosed  entity  if  one  pursues  the  appropriate 
diagnostic  clues. 

The  abdomen  is  the  area  of  greatest  diagnostic 
yield  in  the  elderly  patient  with  a fever  of  un- 
known origin.  There  is  usually  at  least  some 
localized  tenderness  with  an  intra-abdominal  ab- 
scess. Subphrenic  abscesses  as  well  as  liver  ab- 
scesses occur.  Liver  abscesses  are  usually  multi- 
ple, involving  both  lobes  in  contradistinction  to 
liver  abscesses  due  to  amoeba,  which  are  usually 
single  and  localized  to  the  right  lobe  of  the  liver. 

The  finding  of  liver  enlargement  and/or  a 
hepatic  bruit  strongly  suggests  a primary  hepa- 
toma, whereas  liver  enlargement  without  a bruit 
in  a patient  with  a primary  carcinoma  suggests 
metastatic  disease.  In  the  patient  with  an  ap- 
propriate alcoholic  history,  fever  may  be  simply 
due  to  Laennec’s  cirrhosis.  The  other  stigmata 
of  chronic  alcohol-induced  liver  disease  are  usu- 
ally present  in  such  patients,  but  if  it  is  not  re- 
membered that  Laennec’s  cirrhosis  alone  may  be 
responsible  for  prolonged  low-grade  fevers,  the 
clinician  may  be  misled  into  looking  for  another 
explanation  for  the  patient’s  fever.9,10 

Splenomegaly  may  indicate  leukemia,  lymph- 
oma, tuberculosis,  brucellosis,  endocarditis,  CMV, 
infectious  mononucleosis,  malaria,  toxoplasmosis, 
SLE,  rheumatoid  arthritis,  sarcoidosis,  psitta- 
cosis, or  streptobacillary  fever.  A splenic  ab- 
scess is  a much  more  specific  finding,  limiting 
the  differential  diagnostic  possibilities  to  endo- 
carditis, typhoid  fever,  or  brucellosis.  As  ty- 
phoid fever  in  the  elderly  patient  may  be  mani- 
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fested  only  by  low-grade  fever  and  fatigue, 
splenomegaly  is  an  important  clue  to  those  diag- 
noses. 

Splenomegaly  may  be  the  initial  manifestation 
of  Hodgkins  or  non-Hodgkins.  The  likelihood 
of  the  patient  presenting  with  fever  is  propor- 
tional to  the  degree  of  lymph  node  and  splenic 
involvement.  Classically,  the  patient  presents 
with  fatigue  and  weight  loss  as  well  as  a pro- 
tracted low-grade  fever.  Lymphomatous  involve- 
ment of  the  GI  tract  as  well  as  a retroperitoneal 
location  may  be  present.11 

The  complications  of  gall  bladder  disease  in- 
crease with  age;  and  acute  suppurative  cholan- 
gitis is  a common  explanation  for  fever  in  el- 
derly patients.  Fever  may  be  the  sole  manifes- 
tation. Diagnosis  is  made  by  appropriate  radi- 
ographic tests  which  nearly  always  reveal  evi- 
dence of  chronic  inflammation  or  cholelithiasis.12 
Patients  having  an  abdominal  aneurysm  present- 
ing with  low-grade  fever  should  be  suspect  for 
having  a salmonella  bacteremia.  The  most  toxic 
bacteremic  salmonella  are  Salmonella  typhimur- 
ium  or  Salmonella  choleraesuis.  Salmonella  bac- 
teremia due  to  nontyphoid  bacilli  usually  result 
in  high-grade  fever  without  other  presenting 
signs  or  symptoms.  Many  of  these  cases  are 
associated  with  an  athrosclerotic  aneurysm  of 
the  descending  aorta  or  its  branches. 

Only  regional  enteritis  and  Whipple’s  Disease 
are  common  causes  of  FUO  of  intestinal  origin. 
Whipple’s  Disease  is  characterized  by  arthralgias, 
abdominal  pain,  and  diarrhea  due  to  intestinal 
malabsorption.  A clue  may  be  increased  pig- 
mentation of  the  skin  as  well  as  symmetrical 
peripheral  adenopathy.  Anemia,  hypoalbumi- 
nemia,  depressed  serum  calcium,  cholesterol,  or 
serum  iron  may  point  to  the  correct  diagnosis. 
Patients  with  regional  enteritis  commonly  pre- 
sent as  an  FUO,  but  not  in  the  elderly  patient. 
A mass  lesion  may  be  palpable  in  the  right  lower 
quadrant  but  more  often  than  not,  only  minimal 
tenderness  is  elicited.  Radiological  examination 
of  the  gastrointestinal  tract  provides  definitive 
diagnostic  information.  A moderately  elevated 
sed  rate  in  conjunction  with  mild  right  lower 
quadrant  pain  may  provide  the  clues  to  the  diag- 
nosis. As  has  been  mentioned,  intestinal  lymph- 
oma may  occasionally  present  as  an  FUO.4’13 


Physical  findings  confined  to  the  pelvis,  like 
that  of  the  abdomen,  may  be  very  subtle  in  the 
elderly  patient.  Suppurative  diseases  of  the 
female  reproductive  system  and  pelvic  tubercu- 
losis are  the  most  common  causes  of  FUO  origin 
in  this  area.  Since  elderly  patients  are  post- 
menopausal, the  usual  clues  such  as  premenstrual 
accentuation  of  fever  or  recent  appearance  of 
dysmenorrhea,  which  are  helpful  in  the  young 
adult,  are  absent  in  the  elderly  patient. 

Examination  of  the  back  may  reveal  tender- 
ness over  the  spine  or  CVA  tenderness  suggest- 
ing renal  abscess,  a perinephric  abscess,  or 
chronic  pyelonephritis.  Pain  over  the  spine  on 
percussion  suggests  vertebral  osteomyelitis,  en- 
terococcal  endocarditis,  or  brucellosis.  Primary 
renal  carcinomas  (ie,  hypernephromas)  may  not 
have  findings  referrable  to  the  kidney,  but  have 
fever  as  the  sole  manifestation  of  their  disease. 
The  sedimentation  rate  and  alkaline  phosphatase 
may  be  highly  elevated. 

Elderly  men  commonly  have  benign  enlarge- 
ment of  the  prostate.  Prostatic  abscess  may 
occur  in  a normal  gland  or  result  from  the  sup- 
purative sequalae  of  chronic  prostatitis  or  pros- 
tatic massage.  In  the  elderly  patient,  the  ab- 
sence of  prostatic  symptoms  may  lead  one  away 
from  the  prostate. 

The  constellation  of  fever,  abdominal  pain, 
and  arthritis  in  a patient  with  the  appropriate 
ethnic  origin  should  suggest  the  diagnosis  of 
familial  Mediterranean  fever;  renal  failure,  usu- 
ally secondary  to  amyloidosis,  may  complicate 
the  disease.  Although  the  abdominal  pain  and 
arthritis  are  intermittent  in  familial  Mediterran- 
ean fever,  the  fever  is  constant.  A diagnostic 
trial  of  colchicine  may  be  used  to  support  the 
diagnosis.4'14  Arthritis  may  suggest  a variety 
of  diseases,  including  the  rheumatic  diseases, 
streptobacillary  fever,  tuberculosis,  and  lympho- 
granuloma venereum. 

The  elderly  patient  presenting  with  rheuma- 
toid arthritis  will  not  have  a typical  rheumatoid 
presentation.  Rather,  articular  symptoms  are 
minimal  and  fever  the  primary  presenting  prob- 
lem. Joint  involvement  is  absent  early,  and 
tvpical  morning  stiffness  is  absent  in  the  ma- 
jority of  cases.  In  time,  most  cases  will  develop 
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the  classical  picture  of  rheumatoid  arthritis.  The 
same  is  true  in  patients  presenting  with  SLE,  in 
that  joint  symptoms  are  minimal  and  a positive 
ANA  may  be  the  only  clue  to  the  diagnosis. 
These  patients  may  have  only  fevers  as  the  pre- 
dominant finding  with  no  other  associated  ab- 
normalities. (Table  2) 

Fever  Pattern 

Fever  patterns  are  generally  unhelpful  as  they 
lack  diagnostic  specificity.  However,  certain 
patterns  are  suggestive  of  specific  disease  en- 
tities. A morning  temperature  spike  instead  of 
the  usual  p.m.  temperature  spike  (reversal  of 
diurnal  temperature  rhythm)  suggests  tubercu- 
losis, periarteritis  nodosa,  or  salmonella  bacter- 
emia. Patients  presenting  with  periarteritis  no- 
dosa may  have  renal  involvement,  right  upper 
quadrant  pain,  epididymo-orchitis,  or  dry  eyes. 
Laboratory  tests  suggesting  periarteritis  nodosa 
include  eosinophilia,  elevated  sedimentation  rate 
or  an  elevated  alkaline  phosphatase. 

A periodic  fever  pattern  suggests  malaria,  pheo- 
chromocytoma,  lymphoma,  or  cyclic  neutropenia. 
Patients  with  lymphomas  may  demonstrate  the 
classical  Pel-Ebstein  Fever,  but  there  are  many 
exceptions  to  this  fever  pattern  in  lymphoma 
patients.  In  elderly  patients  a mixed  malaria 
infection  may  present  as  a fever  of  unknown 
origin  years  after  exposure  in  a malarious  area. 
Pheochromocytoma  is  suggested  by  a periodic 
fever  pattern  in  a hypertensive  patient.  Cyclic 
neutropenia  is  characterized  by  peripheral  neu- 
tropenia in  the  peripheral  blood  at  21-day  inter- 
vals; fever  is  prominent  during  the  neutropenic 
episodes.  The  finding  of  two  fever  spikes  in  a 
24-hour  period  without  anti-pyretic  intervention 
limits  differential  diagnostic  possibilities  to  ma- 
laria, psittacosis,  Legionnaire’s  Disease,  and  mili- 
ary tuberculosis.  Miliary  tuberculosis  may  be 
manifested  by  fever  only.  Although  a miliary 
pattern  is  characteristic  of  classic  miliary  tuber- 
culosis, the  chest  x-ray  reveals  no  pulmonary  ab- 
normalities in  three-quarters  of  cases.  Clues  to 
the  diagnosis  include  miliary  tubercles  in  the 
retina,  splenomegaly,  and  hepatic  granulomas,1-15 
In  disseminated  tuberculosis  the  patient  is  often 
anergic  to  tuberculosis  due  to  the  overwhelming 
infection  or  age. 

Patients  with  adult  juvenile  rheumatoid  arth- 


ritis (Still’s  Disease)  may  present  with  only  a 
double  quotidian  fever,  although  an  evanescent 
juvenile  rash  may  be  noted.  The  patient  may 


TABLE  2 

PHYSICAL  CLUES 
EYE— ORBITAL  INVOLVEMENT 


Lymphoma 
Metastatic  carcinoma 

BAND  KERATOPATHY 
Juvenile  Rheumatoid 
Arthritis  (JRA) 

Sarcoidosis 
DRY  EYES 

Rheumatoid  Arthritis  (RA) 
Systemic  Lupus  Erythematosus 
(SLE) 

Periarteritis  Nodosa  (PAN) 

CONJUNCTIVITIS 
Chlamydia 
Tuberculosis  (TB) 
Histoplasmosis 
Cat  Scratch  Fever 

CONJUNCTIVAL  SUFFUSION 

Leptospirosis 

Relapsing  Fever 

SUBCONJUNCTIVAL 

HEMORRHAGE 

Endocarditis 

Trichinosis 

UVEAL  TRACT  INVOLVEMENT 
TB 

JRA  (Adult) 

Toxoplasmosis 

Sarcoidosis 

SLE 

LYMPHADENOPATHY 

Lymphoma 

TB 

Metastatic  Carcinoma 
Infectious  Mononucleosis 
Cytomegalovirus  (CMV) 
Toxoplasmosis 

EPIDIDYMO-ORCHITIS 

TB 

Lymphoma 

Brucellosis 

Leptospirosis 

PAN 

Blastomycosis 
Infectious  Mononucleosis 

SPINAL  TENDERNESS 
Vertebral  Osteomyelitis 


Enterococcal  Endocarditis 
Brucellosis 

STERNAL  TENDERNESS 
Myeloproliferative  Diseases 
Metastatic  Carcinoma 
Brucellosis 
Leukemia 

HEART  MURMUR 
Endocarditis 
Atrial  Myxoma 

HEPATOMEGALY 

Lymphoma 

Metastatic  Cdreinoma 
Alcoholic  Liver  Disease 

SPLENOMEGALY 

Leukemia 

Lymphoma 

TB 

Brucellosis 

Endocarditis 

CMV 

Infectious  Mononucleosis 

Malaria 

Toxoplasmosis 

SLE 

RA 

Sarcoidosis 
Psittacosis 
Relapsing  Fever 

SPLENIC  ABSCESS 
Endocarditis 
Typhoid 
Brucellosis 

ABDOMINAL  ANEURYSM 
Salmonella 

CVA  TENDERNESS 
Perinephric  Abscess 
Chronic  Pyelonephritis 

ARTHRITIS 

Familial  Mediterranean 
Fever  (FMF) 

Lymphogranuloma  Venereum 
(LGV) 

TB 

Streptobacillary  Fever 

RA 

SLE 
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complain  of  a persistent  sore  throat  during  febrile 
episodes.  Arthralgias  and  myalgias  are  common, 
but  frank  joint  involvement  is  absent.  Labora- 
tory clues  include  an  elevated  sed  rate  and  alka- 
line phosphatase.  The  rheumatoid  factor  is 
negative.10 

The  relationship  of  the  pulse  to  the  tempera- 
ture also  may  provide  important  diagnostic  in- 
formation. No  infectious  disease  presenting  as 
an  FUO  has  relative  tachycardia  as  a feature.  In 
fact,  if  the  pulse  rate  is  greatly  in  excess  of  the 
temperature  recording  a factitious  etiology  to 
the  fever  is  strongly  suggested.  The  only  other 
explanation  for  a relative  tachycardia  in  FUO 
patients  is  hyperthyroidism  following  a long 
course  of  subacute  thyroiditis.  Relative  brady- 
cardia is  a much  more  important  finding  than  rela- 
tive tachycardia.  An  inappropriate  response  of 
pulse  to  temperature  suggests  typhoid  fever, 
psittacosis,  leptospirosis,  or  Legionnaire’s  Dis- 
ease. Legionnaire’s  Disease  is  characterized  by 
extra  pulmonary  findings,  mental  confusion,  ab- 
normal liver  function  tests,  abnormal  renal  func- 
tion test,  abdominal  pain,  or  diarrhea  in  a patient 
presenting  as  an  FUO  with  a non-specific  infil- 
trate on  chest  x-ray.5 

Aside  from  these  useful  fever  patterns,  many 
patients  will  have  only  fever  as  the  manifestation 
of  their  diseases.  Such  patients  may  have  a 
small  occult  abscess  or  an  infected  hematoma 
in  almost  any  location.  A small  abscess  of  the 
CNS  retroperitoneal  area,  kidney,  prostate,  ab- 
domen, or  pelvis  may  avoid  detection  by  all  but 
the  most  sophisticated  techniques.  Extra-pul- 
monary tuberculosis,  anicteric  hepatitis,  typhoid- 
al  infectious  mononucleosis,  adult-juvenile  rheu- 
matoid arthritis,  regional  arthritis,  Whipple’s  Dis- 
ease, drug  fever,  and  all  other  causes  of  granu- 
lomatous hepatitis  may  present  in  this  fashion. 
Drug  fever  is  most  important.  A hypersensitive 
reaction  to  drugs  should  be  suspected  in  any 
patient  on  a sensitizing  medication  who  has  neg- 
ative blood  cultures,  looks  inappropriately  well 
for  the  degree  of  fever,  has  relative  bradycardia, 
abnormal  liver  function  tests,  or  an  elevated 
sedimentation  rate.2’17  (Table  3) 

Laboratory  Tests 

Laboratory  tests  should  be  planned  to  support 
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or  refute  diagnostic  clues  obtained  from  the  his- 
tory, physical  examination,  or  fever  pattern. 
Every  attempt  should  be  made  to  isolate  an 
organism  from  any  available  body  fluid,  cultur- 
ing for  aerobic  organisms,  microaeorphilic  or- 
ganisms, anaerobic  bacteria,  fungi,  and  myco- 
bacteria. Serological  studies  should  be  obtained 
for  all  the  organisms  considered  in  the  differen- 
tial diagnosis  of  an  FUO,  ie,  infectious  mono- 
nucleosis, toxoplasmosis,  brucellosis,  typhoid, 
CMV,  Epstein-Barr  virus,  hepatitis  serology  and 
cryptococcal  antigen.  Peripheral  blood  smear 
may  suggest  a particular  diagnosis,  eg,  periph- 
eral eosinophilia  may  be  the  clue  to  trichinosis 
lymphoma,  chlamydia,  perarteritis  nodosa,  or 
drug  fever.  Similarly,  basophilia  may  be  the 
only  clue  to  an  occult  neoplastic  process.  The 
finding  of  sterile  pyuria  quickly  limits  diagnostic 
possibilities  to  renal  tuberculosis,  brucellosis,  or 
leptospirosis.  Aside  from  specific  organ-related 
tests,  the  best  overall  screening  tests  in  working 
up  a patient  with  a fever  of  unknown  origin  are 
liver  function  tests,  ANA  and  rheumatoid  factor 
determinations,  and  the  ESR.  The  value  and 
diagnostic  specificity  of  an  ESR  greater  than 
100  mm  per  hour  cannot  be  over-stressed.  Very 
few  diseases  present  with  such  high  sed  rates 
which  may  be  the  only  clue  to  JRA,  GCA,  hyper- 
nephroma, endocarditis,  familial  Mediterranean 
fever,  carcinoma,  lymphoma,  or  drug  fever.  Since 
the  liver  is  an  important  reticuloendothelial  or- 
gan, one  would  intuitively  expect  that  the  liver 
would  be  involved  in  a multitude  of  infectious 
disease  processes  and  indeed,  this  is  the  case. 

TABLE  3 

FEVER  PATTERNS 

PERIODIC  FEVER 
Lymphoma  (Pel-Ebstein) 

Malaria 

Pheochromocytoma 
Cyclic  Neutropenia 

RELATIVE  BRADYCARDIA 
Typhoid  Fever 
Legionnaire's  Disease 
Psittacosis 
Leptospirosis 

DOUBLE  QUOTIDIAN  FEVER 
Miliary  Tuberculosis 


JRA  (Adult) 

Malaria 

Psittacosis 

Legionnaire's  Disease 

RELATIVE  TACHYCARDIA 
Factitious 

REVERSAL  OF  DIURNAL 

RHYTHM 

Tuberculosis 

PAN 

Salmonella 
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Abnormal  liver  function  tests  have  great  diag- 
nostic importance  in  the  workup  of  the  patient 
with  the  FUO.17,18  Elevation  of  the  serum  transa- 
minases suggests  infection  by  infectious  mono- 
nucleosis, CMV,  Q-Fever,  psittacosis,  leptospiro- 
sis, toxoplasmosis,  Legionnaire’s  Disease,  brucel- 
losis, or  drug  fever.  Of  all  of  these  diseases,  infec- 
tion by  cytomegalovirus  is  likely  to  provide  the 
most  diagnostic  difficulty.  The  patient  usually  suf- 
fers from  prolonged  fatigue  and  weight  loss  over 
a period  of  several  months  during  which  abnor- 
mal liver  function  tests  and  low-grade  fever  con- 
tinue. The  patient  may  have  peripheral  aden- 
opathy but  usually  does  not  have  pharyngitis.  A 
negative  mono  spot  test  and  the  finding  of  granu- 
lomas on  liver  biopsy  suggest  the  diagnosis.  Diag- 
nosis is  made  by  appropriate  serology  or  isola- 
tion of  the  organism  from  the  patient. 

An  elevation  of  serum  transaminases  may  be 
the  only  clue  to  anicteric  hepatitis  presenting  as 
an  obscure  fever  state.  In  a younger  patient  with 
anicteric  hepatitis,  there  is  usually  rapid  defer- 
vescence of  fever  and  symptoms  with  the  appear- 
ance of  jaundice.  However,  in  the  anicteric 
elderly  individual,  fatigue  and  low-grade  fever 
may  persist  for  prolonged  periods  of  time.  The 
diagnosis  is  established  by  serological  tests  for 
hepatitis  A or  B or  by  liver  biopsy.  (Table  4) 

The  role  of  biopsy  in  the  workup  of  the  pa- 
tient with  an  FUO  has  been  debated.  Biopsy 
should  be  resorted  to  if  there  are  clinical  find- 
ings pointing  to  an  organ  readily  accessible  to 
biopsy,  which  usually  means  bone  marrow  aspir- 
ation or  liver  biopsy.  In  selected  situations,  a 
muscle  biopsy  may  make  the  diagnosis  of  trichi- 
nosis, or  renal  biopsy  may  make  the  diagnosis 
of  tuberculous  pyelonephritis  or  periarteritis 
nodosa.  The  diagnostic  yield,  however,  is  great- 
est with  the  bone  marrow  or  liver  biopsy.  Bone 
marrow  biopsy  may  be  the  only  way  to  make  the 
diagnosis  of  salmonella  bacteremia  or  dissemi- 
nated tuberculosis.  Liver  biopsy  may  reveal 
granulomatous  hepatitis  which  is  usually  associ- 
ated with  an  elevated  serum  alkaline  phospha- 
tase and  ESR.  Although  liver  granulomas  occur 
with  Hodgkins  lymphoma,  tuberculosis,  brucel- 
losis, regional  enteritis,  Q-fever,  perarteritis  no- 
dosa, sarcoidosis,  or  drug  fever,  most  cases  of 
granulomatous  hepatitis  are  due  to  tuberculosis 
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or  sarcoidosis.  Sarcoidosis  is  usually  an  afebrile 
disease  but  may  present  with  fever  if  there  is 
essential  nervous  system  involvement,  uveal  tract 
involvement  (Heerfordt’s  uveoparotid  fever),  or 
significant  hepatic  infiltration.  Unfortunately,  the 
finding  of  hepatic  granulomas  is  not  specific 
and  in  a high  percentage  of  elderly  patients, 
granulomatous  hepatitis  is  without  specific  eti- 
ology, but  the  only  explainable  cause  for  the 
fever.18,19 

The  need  for  exploratory  laparotomy  has  all 


TABLE  4 

LABORATORY  CLUES 


MONOCYTOSIS 
Cytomegalovirus  (CMV) 
Tuberculosis  (TB) 

Brucellosis 

Endocarditis 

Lymphoma 

Ca 

Regional  Enteritis  (RE) 

EOSINOPHILIA 

Trichinosis 

Lymphoma 

Chlamydia 

Drug  Fever 

PAN 

LEUKOPENIA 
Miliary  TB 
Brucellosis 

Systemic  Lupus  Erythematosus 
(SLE) 

Lymphoma 

Leukemia 

BASOPHILIA 

Carcinoma 

Lymphoma 

LYMPHOCYTOSIS 

TB 

Infectious  Mononucleosis 
CMV 

STERILE  PYURIA 
TB 

Brucellosis 

Leptospirosis 

ATYPICAL  LYMPHOCYTES 
Infectious  Mononucleosis 
CMV 

Toxoplasmosis 


Anicteric  Hepatitis 

RHEUMATOID  FACTOR 
Subacute  Bacterial  Endocarditis 
(SBE) 

Chronic  Active  Hepatitis  (CAH) 
Rheumatoid  Arthritis  (RA) 

SEDIMENTATION  RATE 
Juvenile  Rheumatoid  Arthritis 
(JRA)  (adult) 

Giant  Cell  Arteritis  (GCA) 
Hypernephroma 
Endocarditis 
Drug  Fever 

Familial  Mediterranean  Fever 
(FMF) 

Carcinoma 

Lymphoma 

ALKALINE  PHOSPHATASE 
Infectious  TB 
Lymphoma 

Mononucleosis  (Typhoidal) 
CMV 

JRA  (Adult) 

Subacute  Thyroiditis 
GCA 

Infiltrative  Liver  Disease 
Biliary  Obstruction 
Hypernephroma 
Periarteritis  nodosa  (PAN) 

HEPATITIS 

Infectious  Mononucleosis 

CMV 

Q Fever 

Psittacosis 

Drug  Fever 

Leptospirosis 

Toxoplasmosis 

Brucellosis 
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been  eliminated  by  advances  in  diagnostic  radi- 
ology. Radionucleatide  scanning  using  tech- 
netium or  gallium  while  not  specific  will  often 
localize  inflammatory  infections  in  neoplastic 
prothesis.  Gallium  scans  are  particularly  diffi- 
cult to  interpret.  It  may  be  falsely  negative  in 
the  presence  of  antibiotic  therapy  that  interferes 
with  mononuclear  cell  uptake  of  the  radioisotope. 
Sophisticated  CAT  scanners  are  now  able  to  scan 
the  entire  body  for  infected  hematomas,  occult 
abscesses,  and  tumors  with  great  accuracy,  so 
there  is  little  likely  to  be  gained  from  diagnostic 
laparotomy  after  whole  body  CAT  scanning.20 

Ultrasonography  has  been  useful  in  detecting 
abnormalities  within  the  abdomen,  especially  ac- 
curate in  the  right  upper  quadrant.  Ultrasound 
may  also  be  used  to  detect  valvular  vegetations 
in  patients  with  suspected  endocarditis  or  atrial 

oo 

myxomas." 

Lymphangiography  may  delineate  periaortic 
lymph  nodes  or  a retroperitoneal  hematoma  or 
lymphoma.21,23 

In  summary,  all  of  the  non-invasive  diagnostic 
procedures  that  are  available  today  give  the 
clinician  a great  advantage  in  the  FUO  workup. 
Exploratory  laparotomy  should  be  considered 
only  as  a last  resort  after  all  other  diagnostic 
possibilities  have  been  completely  exhausted,  and 
there  are  still  signs  pointing  to  an  intra-abdomi- 
nal source.2  (Table  5) 

Summary 

The  elderly  patient  presenting  with  an  FUO 
provides  a great  diagnostic  challenge  to  the  clini- 
cian. It  is  important  to  utilize  every  bit  of  in- 
formation gained  from  the  history,  physical  ex- 
amination, fever  pattern,  and  laboratory  tests  to 
provide  clues  to  guide  the  diagnostic  workup. 
This  approach  will  greatly  simplify  the  FUO 
workup  and  minimize  the  number  of  tests  to 
which  the  patient  must  be  subjected.  The  initial 
tests  ordered  are  to  confirm  or  refute  a specific 
diagnosis  suggested  by  a particular  clinical  clue 
and  should  be  inexpensive,  safe,  and  uninvasive. 
If  these  tests  do  not  provide  a diagnosis,  then 
more  expensive  and  sophisticated  tests  may  be 
required  to  arrive  at  a diagnosis.  Ultimately, 
sophisticated  radioimaging  techniques  and/or 
bone  or  liver  biopsy  may  be  required  in  excep- 


TABLE  5 

DIAGNOSTIC  PROCEDURES 


SMALL  BOWEL  BIOPSY 
Whipple's  Disease 
Lymphoma 

LIVER  BIOPSY 
Hepatoma 

Metastatic  Carcinoma 
Chronic  Active  Hepatitis 
Alcoholic  Hepatitis 
Miliary  Tuberculosis 
Sarcoidosis 

Granulomatous  Hepatitis 

Brucellosis 

Toxoplasmosis 

BONE  MARROW  BIOPSY 
Lymphoma 


Histoplasmosis 

Miliary  Tuberculosis 

Brucellosis 

Sarcoidosis 

Endocarditis 

Toxoplasmosis 

Salmonella 

EXPLORATORY  LAPAROTOMY 

Lymphoma 

Cholecystitis 

Sarcoidosis 

Regional  Enteritis 

Polyarteritis  Nodosa 

Tuberculosis 


tionally  difficult  cases.  A therapeutic  trial  of 
antibiotics  is  usually  not  warranted  and  merely 
delays  and  prolongs  the  diagnostic  workup. 

The  special  problems  posed  by  fever  in  the 
elderly  patient  must  take  into  account  the  normal 
fever  range  in  the  elderly  patient,  as  well  as  the 
diseases  specifically  associated  with  advanced 
age.  Furthermore,  the  clinician  must  be  aware 
that  the  manifestations  of  disease  in  the  elderly 
patient  may  be  atypical  or  subtle  and  therefore 
misleading  to  the  unwary. 

Patients  will  continue  to  present  with  FUOs. 
The  relative  incidence  of  specific  etiologies  may 
change  with  time  but  the  basic  approach  will 
remain  the  same.  In  the  future,  it  would  not  be 
surprising  to  see  new  chlamydial  infections  or 
diseases  caused  by  legionella-like  organisms  re- 
sponsible for  prolonged  fevers  in  both  young  and 
elderly  patients. 
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MILWAUKEE  SHOULDER  SYNDROME 


A New  Crystal-Induced  Arthritis  Syndrome 
Associated  With  Hydroxyapatite  Crystals- 
A Case  Report 


James  H.  Newman,  M.D. 
Kenneth  D.  Chavin 
I.  Favel  Chavin,  M.D. 


Until  recently,  acute,  subacute,  and  chronic 
arthritis  due  to  crystal  deposition  and  crystal- 
induced  inflammation  was  felt  to  be  a result  of 
either  monosodium  urate  (gout)  or  calcium  py- 
rophosphate (pseudogout  and  the  related  cal- 
cium pyrophosphate  deposition  disease,  CPPD). 
Both  gouty  arthritis  and  CPPD  have  characteris- 
tic clinical  features,  but  their  diagnosis  depends 
on  the  identification  in  synovial  fluid  of  typical 
crystals  by  compensated  polarizing  light  micro- 
scopy. Recently  a third  crystal-associated  arth- 
ritis syndrome  has  been  described  with  hydroxy- 
apatite crystals.  These  crystals  are  individually 
too  small  to  be  identified  by  light  microscopy. 
Even  when  they  aggregate,  the  result  is  a non- 
specific nonbirefringent  micro-spheroid  best  iden- 
tified by  scanning  electron  microscopy.  We  pre- 
sent a case  of  presumed  “Milwaukee  Shoulder” 

Dr.  Newman  is  a rheumatologist  in  private  practice  in  Wil- 
mington. 

Mr.  Chavin  is  an  undergraduate  at  Lafayette  College. 

Dr.  Chavin  is  an  orthopedic  surgeon  in  private  practice  in  Wil- 
mington. 


syndrome  in  which  we  weie  able  to  identify 
micro-spheroids  on  scanning  electron  microscopy 
of  joint  fluid  strongly  suggesting  hydroxyapatite. 

Case  Report 

The  patient  is  a 75-year-old  woman  with  a 
three-month  history  of  left  shoulder  pain  which 
developed  insidiously.  There  was  no  prior  his- 
tory of  shoulder  symptoms  or  prior  trauma  to 
either  shoulder.  One  year  earlier,  she  had  un- 
dergone left  total  hip  replacement  for  severe 
osteoarthritis  and  had  since  complained  of  di- 
minished strength  in  the  left  leg.  There  were 
no  other  rheumatic  or  musculoskeletal  com- 
plaints and  she  denied  constitutional  symptoms, 
family  or  personal  history  of  gout,  or  renal  stone 
disease. 

She  used  no  medication  other  than  occasional 
acetaminophen  and  had  no  known  drug  allergies. 
She  had  several  abdominal  operations  in  the  past, 
but  there  were  no  known  chronic  medical  prob- 
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lems.  There  had  been  fractures  of  the  right 
humerus,  right  femur,  and  right  tibia  in  the  past. 
The  remaining  history  was  unremarkable. 

The  physical  examination  revealed  an  elderly 
white  female  in  no  acute  distress.  Vital  signs 
were  normal.  Her  weight  was  132  pounds.  The 
general  and  neurologic  examinations  were  nor- 
mal. Musculoskeletal  examination  revealed  a 
mildly  diminished  range  of  motion  in  the  right 
shoulder  without  evidence  of  effusion  or  peri- 
articular inflammation.  The  left  shoulder  was 
mnderatelv  warm  to  the  touch  with  a large  an- 
terior and  lateral  effusion.  Range  of  motion  was 
quite  restricted.  Aside  from  mild  crepitance  on 
passive  motion  of  the  shoulders  and  knees,  no 
other  abnormalities  were  noted.  Radiographs 
of  the  left  shoulder  revealed  superior  subluxa- 
tion of  the  humeral  head  and  periarticular  calci- 
fication apparently  in  the  supraspinatus  tendon. 

The  left  gleno-humeral  (true  shoulder)  joint 
was  aspirated  and  100  ml  of  mildly  inflammatory 
fluid  was  aspirated.  The  white  blood  cell  count 


FIGURE  1A 
Synovial  Fluid  2100X 


was  4400,  with  57  polymorphonuclear  leuko- 
cytes, 39  lymphocytes,  and  four  synovial  cells. 
No  crystals  were  identified.  Routine  Gram’s 
stain,  AFB  stain,  and  culture  were  negative. 
Additional  laboratory  studies  included  Wester- 
gren  sedimentation  rate  of  80  and  low-titer 
positive  rheumatoid  factor  (1:40). 

The  patient  was  treated  with  indomethacin, 
25  mg  QID,  but  when  seen  in  follow-up,  shoulder 
synovitis  persisted  and  the  effusion  had  reac- 
cumulated. The  left  shoulder  was  reaspirated 
and  40  mg  of  triamcinolone  hexacetonide  (Aris- 
tospan,  Lederle)  was  instilled  resulting  in  com- 
plete and  lasting  resolution  of  the  effusion.  The 
repeat  arthrocentesis  revealed  7600  WBCs,  with 
46  PMNs,  41  lymphocytes,  and  13  synovial  cells. 
Cultures  were  again  negative.  Again  no  crys- 
tals were  identified  by  polarizing  light  micro- 
scopy. One  of  us  (KDC)  examined  the  fluid 
under  scanning  electron  microscopy,  identifying 
microspheroids  suggestive  of  hydroxyapatite.* 
(Figure  1) 

^Scanning  electron  microscopy  was  done  at  Lafayette  College. 


FIGURE  IB 
Synovial  Fluid  3800X 
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Methodology 

The  synovia]  fluid  was  prepared  for  scanning 
electron  microscopy  as  suggested  by  Halverson, 
et  al.2  The  fluid  was  centrifuged  at  1500  rpm  for 
five  minutes.  The  supernate  was  poured  off  and 
disregarded.  The  remaining  pellet  was  broken 
up  and  resuspended  in  distilled  de-ionized  water. 
Once  in  suspension,  the  material  was  then  trans- 
ferred to  10  mm  aluminum  stubs  and  allowed  to 
air  dry.  After  evaporation  the  material  was 
coated  with  gold  paladium  using  a sputter 
coater.  Each  stub  was  then  observed  using  a 
scanning  electron  microscope  ( 151  Super  III  A 
Scanning  Electron  Microscope).  Original  photo- 
graphs were  taken  with  Polaroid  4x5  land  film, 
type  52  Polapan. 

Discussion 

“Milwaukee  Shoulder”  syndrome  has  recently 
been  described  in  seven  of  eight  shoulders  of 
four  elderly  women,  ages  63  to  91  years.13  This 
syndrome  is  characterized  by  chronic  pain  with 
or  after  motion  of  the  shoulder;  limitation  of 
shoulder  motion  due  to  tears  of  the  conjoint 
tendons  of  the  rotator  cuff  and  resultant  upward 
subluxation  of  the  humeral  head;  and  weakness 
of  the  arm.  The  physical  examination  is  notable 
for  restricted  gleno-humeral  joint  motion,  large 
effusions,  crepitance,  and  periarticular  muscular 
atrophy.  Radiologically,  the  shoulder  can  show 
osteoarthritic  change  and  periarticular  calcifi- 
cation. Rupture  of  the  rotator  cuff  is  universal 
by  arthrography  and  synovial  chondromatosis  is 
common.  Despite  the  severity  of  the  pathology, 
patients  complained  of  relatively  mild  symptoms. 
Joint  fluid  from  all  involved  shoulders  was  shown 
to  contain  micro-spheroids  on  scanning  electron 
microscopy  which  were  then  further  analyzed 
by  energy  dispersion  and  found  to  contain  hy- 
droxyapatite crystals. 

The  investigators  who  described  ’’Milwaukee 
Shoulder”  syndrome  on  the  basis  of  previous 
experimental  data,  postulate  that  hydroxyapa- 
tite crystals  deposit  in  degenerating  articular 
cartilage  or  altered  capsular  or  synovial  tissue. 
Crystals  released  into  the  synovial  fluid  aggre- 
gate into  the  micro-spheroids  and  are  phagocy- 
tosed  by  macrophages  with  coupled  release  of 
enzymes  ( collagenases  and  neutral  proteases) 
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capable  of  destruction  of  joint  tissues.  This  can 
contribute  to  further  joint  damage  such  as  ro- 
tator cuff  tears  and  osteoarthritis,  promote  syno- 
vitis and  chondromatosis,  and  in  a cyclic  manner 
establish  further  release  of  crystal  (so-called 
“enzymatic  strip  mining”). 

The  reality  of  this  hypothesis  is  not  proven, 
but  it  is  a reasonable  scenario.  The  importance 
of  hydroxyapatite  crystals  in  the  pathophysiology 
of  all  calcified  periarthritis  syndromes  in  general, 
or  rotator  cuff  tears  in  general,  and  in  osteo- 
arthritis is  much  more  vague. 

We  offer  this  case  report  as  a possible  example 
of  an  interesting  crystal-induced  arthritic  syn- 
drome. The  slow  development  of  a large  mildly 
inflammatory  gleno-humeral  joint  effusion  asso- 
ciated with  restricted  motion,  crepitance  x-ray 
changes  suggesting  rotator  cuff  tear  and  calcific 
periarthritis  and  the  presence  of  typical  micro- 
spheroids on  scanning  electron  microscopy  of 
the  synovial  fluid,  strongly  suggests  the  diag- 
nosis given  the  absence  of  a reasonable  clinical 
alternative.  Unfortunately,  we  were  not  able  to 
confirm  hydroxyapatite  as  the  main  crystal  in 
the  micro-spheroids  because  of  the  nonavaila- 
bility of  energy  dispersion  analysis.  Neverthe- 
less, the  case  does  allow  us  to  highlight  a newly 
described  rheumatic  syndrome  in  elderly  women 
that  may  be  of  more  than  just  mild  importance. 
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Deaths 

SVEINBJORN  BJORNSON,  M.D. 


Sveinbjorn  Bjornson,  M.D.,  the  first  medical 
examiner  of  Delaware,  died  of  amyotropic  lateral 
sclerosis  February  13,  1983.  Dr.  Bjornson  was 
63  years  old. 

Dr.  Bjornson  graduated  from  the  University 
of  Manitoba  in  Canada.  He  worked  in  several 
hospitals  in  Canada  and  Connecticut.  Before 
coming  to  Delaware,  Dr.  Bjornson  served  on  the 
faculty  of  Harvard  Medical  School. 

As  Delaware’s  first  medical  examiner,  Dr. 
Bjornson  held  the  position  from  1956  to  1959. 
After  an  unsuccessful  attempt  at  trying  to  obtain 
larger  appropriations  and  better  facilities  for  the 


newly  created  medical  examiner’s  office,  Dr. 
Bjornson  resigned  from  the  position. 

Dr.  Bjornson  was  a pathologist  at  The  Wil- 
mington Medical  Center  from  1959  until  his 
retirement  last  August. 

Dr.  Bjornson  is  survived  by  his  wife,  Helga 
H.;  three  sons,  S.  Allan,  Kris  V.,  and  Thor  E.; 
and  a daughter,  Diane. 

Contributions  in  Dr.  Bjornson’s  memory  are 
being  accepted  by  the  National  A.L.S.  Founda- 
tion, 185  Madison  Avenue,  New  York,  New  York 
10016. 
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provides  you  with  the  information  you  need  to  know.  Lightweight  and 
portable,  the  Glucometer  analyzes  blood  glucose  values  from  0 to 
399  ml/dl  electronically. 

The  Doctor’s  Bag  is  an  authorized  training  center  for  the  Ames 
Glucometer.  We  will  teach  your  patients  how  to  use  it 
through  a thorough  training  program. 

You  can  depend  on  our  professional  staff  to  accom 
modate  your  patients,  carry  out  your  instructions  and  fill 
your  prescriptions  accurately. 


CERTIFIED 

Ames 
DEXTRO 
System 

Selftesting 
Center 


THE  DOCTOR’S  BAG 


1 908  Kirkwood  Hwy.,  at  Harmony  Rd.,  Newark 
Wheelchair  accessible  • 454-9976 

1320  Washington  St.,  Wilmington  654-9976 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


INCIDENCE  AND  SURVIVAL  RATES: 
CANCER  IN  DELAWARE 

The  Delaware  Cancer  Reporting  Service  of 
The  Wilmington  Medical  Center  Cancer  Pro- 
gram recently  published  “Incidence  and  Survival 
Rates  of  Most  Common  Cancers  in  Delaware 
1972-1979.”  The  data  in  the  report  include  stage 
of  disease  at  diagnosis,  first  course  of  treatment 
for  cancers  diagnosed  in  Delaware  residents  dur- 
ing 1977  to  1979,  and  survival  rates  based  on  pa- 
tients diagnosed  from  1972  to  1975.  This  im- 
portant service  is  provided  because  long  experi- 
ence has  shown  that  lifetime  surveillance  is 
necessary  in  order  to  provide  the  best  cancer 
care. 

The  analysis  of  the  report  relies  on  the  data 
collected.  It  is  acknowledged  that  variations  do 
exist  in  staging,  diagnosis  reporting,  and  follow- 
up techniques  of  Delaware  professionals,  so  these 
differences  among  physicians  and  registrars  af- 
fect interpretation.  The  following  summary  ob- 
servations can  be  made  from  the  reported  data: 

• Lung  cancer  is  the  most  common  form  of 
cancer  in  Delaware,  accounting  for  15.8% 
of  all  cancers  diagnosed  from  1977  to  1979. 
Lung  cancers  made  up  23.7%  of  all  cancers 
found  in  men  and  8.7%  of  all  cancers 
found  in  women.  The  annual  age-adjusted 
incidence  rate  of  lung  cancer  was  84  per 
100,000  men  and  29  per  100,000  women. 
The  five-year  relative  survival  rate  was  9% 
overall. 

• Breast  cancer  was  the  most  common  cancer 
site  among  the  female  population  in  Dela- 
ware. It  accounted  for  27.5%  of  all  cancers 
in  white  females  and  24.6%  of  all  cancers  in 
black  females.  The  annual  age-adjusted  in- 
cidence rate  was  higher  for  white  females 
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(89.2  per  100,000)  than  for  black  females 
(82.1  per  100,000).  The  relative  five-year 
survival  rate  for  breast  cancer  was  71%. 

• Males  had  higher  annual  age-adjusted  inci- 
dence rates  of  cancer  per  100,000  population 
than  females  for  all  the  cancers  which  affect 
both  sexes.  Within  each  race,  the  incidence 
rate  was  higher  in  the  male  population  than 
in  the  female. 

• The  average  age-adjusted  incidence  rate  for 
all  forms  of  cancer  was  11.5%  greater  for 
blacks  than  for  whites.  When  the  incidence 
rate  for  the  ten  most  common  sites  are  cal- 
culated, Delaware  blacks  had  a higher  rate 
for  the  following  sites:  lung,  prostate,  and 
cervix.  Black  females  had  a higher  inci- 
dence rate  compared  to  white  females  for 
bladder  and  lymphoma.  Compared  to  white 
males,  black  males  had  significantly  lower 
rates  for  bladder  and  lymphoma. 

• Blacks  had  significantly  lower  survival  rates 
for  all  forms  of  reported  cancer  except  rectal. 

• Kent  County  had  the  lowest  annual  age- 
adjusted  incidence  rate  per  100,000  popu- 
lation in  Delaware  for  all  sites  combined, 
and  for  most  of  the  ten  most  common  sites 
(excluding  bladder  cancer  in  males,  lymph- 
oma, and  breast  cancer  in  females). 

• Delaware  had  higher  overall  (both  sexes, 
all  races)  average  age-adjusted  incidence 
rate  per  100,000  population  for  lung,  breast, 
colon,  rectum,  bladder,  and  melanoma  than 
the  National  Cancer  Institute’s  Surveillance, 
Epidemiology  and  End  Results  (SEER) 
areas.  The  NCI  SEER  areas  had  higher 
overall  average  age-adjusted  incidence  rates 

173 


Editorials 


than  Delaware  per  100,000  population  for 
prostate,  corpus  uteri,  cervix,  and  lymphoma. 

• Kent  County  had  the  lowest  overall  relative 
five-year  survival  rates  for  all  cancer  sites 
combined,  and  for  almost  all  of  the  ten  most 
common  sites. 

• Comparisons  of  Delaware’s  five-year  survival 
rates  with  the  rates  reported  by  the  Rocky 
Mountain  Cancer  Data  System  and  the  NCI 
SEER  areas  reveal  similar  experiences  in  the 
three  reporting  areas. 

• When  all  sites  are  combined,  the  two  south- 
ern counties,  Sussex  and  Kent,  had  the  most 
advanced  stage  of  disease  at  diagnosis. 

• Surgery  was  the  common  form  of  treatment 
for  most  types  of  cancer. 

Leslie  W.  Whitney,  M.D.,  Director 
Delaware  Reporting  Service 

Copies  of  the  complete  report  are  available  from  the  Cancer  Pro- 
gram at  The  Wilmington  Medical  Center. 


SHORT  STATURE: 

MEDICAL  PROGRESS  AND  ETHICAL  DILEMMAS 

Over  the  last  20  years  we  have  improved  our 
ability  to  diagnose  and  treat  children  with  short 
stature.  Epidemiologic  studies  have  given  us 
reliable  data  to  compare  a child’s  growth  rate 
with  a normal  peer  group,1  allowing  earlier 
identification  of  affected  children.  Diagnostic 
criteria  for  the  various  causes  of  short  stature, 
including  growth  hormone  deficiency  (GHD), 
are  better  established.2  Advances  in  molecular 
biology  have  provided  us  with  a treatment  for 
GHD,  and  provide  future  promise  for  even 
more  effective  treatment. 

Formerly  thought  a rare  illness,  GHD  was 
diagnosed  only  in  children  with  hypothalamic  or 
pituitary  tumors  resulting  in  multiple  pituitary 
hormone  deficiencies.  With  the  more  sensitive 
tests  now  available,  it  has  become  commonplace 
to  diagnose  isolated  GHD  occurring  in  the  ab- 
sence of  a structural  lesion.  While  older  studies 


OFFICE  SPACE  FOR  RENT  OR  SALE 
OR  ENTIRE  BUILDING  FOR  SALE 

EXCELLENT  TAX  SHELTER  FOR  INVESTOR  OR  TENANT-INVESTOR 

Office  suites  from  700  sq.  ft.  to  4,000  sq.  ft. 

Locate  in  the  demographic  center  of  patient  population  of  New  Castle  County 
and  be  near  the  new  Wilmington  Medical  Center. 

ESPECIALLY  NEEDED:  Orthopedist,  Ophthalmologist,  Cardiologist,  Neurologist, 

Urologist,  Bariatrist,  and  others. 

ALSO  FACILITIES  FOR  HMO  SET-UP  OR  PRIMARY  CARE  FACILITY. 

NEWARK  MEDICAL  CENTER 
325-327  East  Main  Street 
Newark,  Delaware  19711 

Dr.  S.  Goleburn 

TELEPHONE  737-5700 
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suggest  a prevalence  of  GHD  in  only  1 of  100,000 
children,  a prospective  study  carried  out  in 
Scotland  with  children  more  than  2.5  standard 
deviations  below  the  normal  mean  height  found 
a prevalence  of  almost  3%.  This  would  indicate 
a GHD  population  prevalence  of  1 in  4,000 
among  all  children.3 

Because  of  the  large  number  of  children  who 
would  potentially  need  testing,  it  is  important 
to  be  familiar  with  screening  techniques  for 
growth  hormone  deficiency.  Candidates  for 
evaluation  include  children  with  short  stature 
compared  to  their  peer  group,  and  especially 
children  who  have  a recent  deviation  from  nor- 
mal growth  rate.  History  and  physical  examina- 
tion are  of  paramount  importance  in  determin- 
ing sociologic  and  medical  problems  which  can 
result  in  short  stature.  The  child’s  height  must 
also  be  considered  in  relation  to  familial  growth 
characteristics. 

The  classic  tests  for  growth  hormone  reserve, 
insulin  hypoglycemia  and  arginine  infusion,  are 
complex  and  potentially  dangerous  tests  which 
require  multiple  growth  hormone  determinations 
and  are  best  performed  in  the  hospital.  The 
pioneering  work  of  Daughaday  and  his  associ- 
ates on  the  somatomedins,  polypeptides  which 
mediate  the  action  of  growth  hormone,  have  re- 
sulted in  the  utilization  of  these  agents  in  diag- 
nosing growth  hormone  deficiency.4  Several 
commercial  laboratories  now  provide  reasonably 
reliable  somatomedin-C  assays.  Somatomedin-C 
has  a prolonged  half  life  so  that  levels  do  not 


vary  from  day  to  day,  nor  respond  to  the  physio- 
logic changes  that  affect  growth  hormone.  A 
low  level  of  somatomedin-C  supports  a diagnosis 
of  GHD,  and  may  help  select  children  who  are 
candidates  for  further  testing  and  treatment. 
Unfortunately,  normal  levels  may  not  completely 
exclude  GHD.5 

The  treatment  for  GHD  is  human  growth  hor- 
mone (HGH),  a product  which  is  painstakingly 
extracted  from  human  pituitaries.  In  this  coun- 
try, the  National  Pituitary  Agency  has  provided 
selected  investigators  with  minute  quantities  of 
HGH  for  use  in  clinical  trials.  These  studies 
show  that  normal  growth  velocity  can  be  re- 
stored in  GHD  children  with  multiple  weekly 
injections  of  HGH.  Although  now  available 
through  commercial  sources,  therapy  is  so  ex- 
pensive that  only  a fraction  of  GHD  patients 
could  be  expected  to  afford  it.  The  anticipated 
availability  of  larger  quantities  of  HGH  through 
recombinant  DNA  technology  may  make  treat- 
ment less  expensive. 

Anticipating  wider  availability  of  HGH,  re- 
putable investigators  have  treated  children  with 
normal  variant  short  stature  with  growth  hor- 
mone replacement.  A substantial  percentage  of 
subjects  in  one  small  pilot  study  responded  to 
“physiologic”  daily  injections  of  HGH.6  The  im- 
plication of  this  study  is  that  mild  GHD  may  be 
common  among  children  who  are  thought  to 
have  normal  variant  ( familial ) short  stature. 
HGH  treatment  in  this  population  may  restore 
growth  rates  to  normal.  It  is  anticipated  that 
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studies  using  “pharmacologic”  amounts  of  HGH 
in  treatment-resistant  populations  may  be  car- 
ried out  in  the  future.  As  endogenous  HGH 
excess  causes  giantism  in  normal  children,  large 
doses  will  undoubtedly  increase  ultimate  stature 
in  most  children. 

The  availability  of  this  powerful  agent  has 
resulted  in  ethical  questions  about  optimal 
height  for  children.  Should  parents  with  short 
stature  who  want  taller  children  be  allowed  to 
subject  their  children  to  physiologic  or  pharma- 
cologic growth  hormone  replacement?  Can  phar- 
macologic doses  of  exogenous  HGH  induce  ac- 
romegaly in  growing  children?  Will  parents 
who  desire  very  tall  children  ( eg,  basketball 
players)  be  allowed  to  request  growth  hormone 
treatment  for  their  progeny  in  the  future?  Will 
adult  athletes  who  have  received  HGH  be  ex- 
cluded from  Olympic  competition,  as  is  presently 
the  case  with  those  having  used  anabolic  ster- 
oids? One  of  the  companies  marketing  growth 
hormone  is  presently  sending  out  mailings,  urg- 


ing a more  aggressive  diagnostic  approach  to 
children  with  short  stature,7  apparently  hoping 
to  promote  increased  use  of  HGH. 

These  complicated  medical,  social,  and  eco- 
nomic issues  will  not  be  resolved  for  several 
years.  In  the  meantime,  careful  evaluation  of 
patients  with  short  stature  and  thoughtful  dis- 
cussions with  their  parents  is  warranted  prior  to 
testing  and  treatment  with  HGH. 

William  L.  Jaffee,  M.D. 
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ATTENTION  DOCTORS 

We  need  qualified  physicians  to  do  consultative  examinations,  including 
in  the  specialty  fields  of  internal  medicine,  orthopedics,  neurology,  and 
psychiatry.  Examinations  are  performed  in  your  own  office. 

We  also  have  part-time  positions  for  a psychiatrist  and  internist  available 
in  our  office  to  perform  claims  review. 

IF  YOU  ARE  INTERESTED,  PLEASE  WRITE  TO: 

WILLIAM  E.  PHILLIPS 
Medical  Relations  Officer 
Disability  Determinations  Service 
820  North  French  Street 
Wilmington,  Delaware  19801 

or  call  collect  (8:00  a.m.  to  4:30  p.m.  Monday  through  Friday) 

(302)  571-3921 
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IT'S  TIME  YOU  HEARD  ABOUT: 
PSYCHOTHERAPY  WITH  THE  DEAF 


And  in  the  naked  light  I saw 
Ten  thousand  people,  maybe  more, 
People  talking  without  speaking. 
People  hearing  without  listening. 
People  writing  songs  that  voices 
never  share,  no  one  dare  disturb 
the  Sounds  of  Silence. 

Paul  Simon,  1964 


The  rhetorical  question  concerning  which  of 
the  two  primary  sensory  modalities  would  pre- 
ferentially be  chosen  to  be  relinquished  has  been 
posed  at  some  time  to  almost  all  of  us.  Seeing 
versus  hearing — a decision  that  is  at  once  both 
devastating  and  moot.  Close  your  eyes  and 
imagine  the  perpetual  world  of  darkness,  a task 
that  is  quite  easy  to  perform.  Close  your  ears 
and  attempt  to  imagine  the  endless  world  of 
silence,  an  impossible  task.  Bone  conduction 
betrays  you  and  even  the  most  vivid  creators 
of  imaginary  vistas  are  unable  to  fathom  the 
emptiness  and  horror  of  a world  in  which  one 
cannot  communicate  except  with  the  assistance 
of  artificial  devices  including  human  beings. 

As  Best  observed,  while  the  deaf  may  appear 
in  comedies,  the  blind  are  found  only  in  trage- 
dies.1 Denmark  adds  that  these  attitudes  result 
from  the  fact  that  deafness,  unlike  blindness,  is 
not  generally  considered  a serious  disability, 
since  its  consequences  are  not  readily  apparent 
and  require  an  effort  of  the  imagination  to  be 
appreciated.2 

The  more  commonplace  paradoxical  implica- 
tions of  these  two  contrasting  handicaps  is  easily 
seen  by  the  usual  reaction  toward  impaired  in- 
dividuals wearing  corrective  lenses  versus  those 
who  carry  the  more  ominous  and  conspicuous 
hearing  aids.  The  former  are  most  always  ac- 
cepted as  “normal”  while  the  latter  are  often  re- 


garded with  distancing  and  pity.  Additionally, 
and  with  more  than  a measure  of  irony,  the  ma- 
jority of  auditory  augmenting  devices  are  im- 
planted upon  and  carefully  embedded  within 
corrective  lenses  to  obtain  maximal  disguise. 

Psychotherapy  with  the  deaf  presents  a unique 
and  challenging  opportunity  for  the  therapist. 
As  the  surgeon  wields  his  scalpel,  the  primary 
tool  of  his  trade,  the  psychiatrist  relies  on  lan- 
guage, with  all  its  nuances,  inflections,  and  ac- 
companying gestures  and  mannerisms.  When  the 
expression  of  language  is  blocked,  the  develop- 
ment of  the  therapist-patient  relationship,  so  in- 
herent in  the  psychotherapeutic  process,  can  only 
be  achieved  by  the  utilization  of  substitutive 
mechanisms.  This  usually  takes  the  form  of 
employing  a certified  interpreter  or  preferen- 
tially having  the  doctor  and  deaf  patient  com- 
municate via  fingerspelling,  manual  sign  lan- 
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guage,  American  Sign  Language  (Ameslan),  or 
any  combination  of  the  above. 

The  deaf  patient  with  rare  exception  will  in- 
quire as  to  the  motives  that  a hearing  individual 
has  for  wanting  to  learn  sign  language.  The 
therapist  is  more  readily  accepted  if  he  or  she 
has  a deaf  relative  or  friend,  thus  supplying  an 
easily  understood  motivation  for  signing.  Promi- 
nent interpreters  in  the  field  are  no  less  sub- 
jected to  the  inquiry  than  are  neophytes.3  I am 
up-front  with  my  deaf  patients  on  this  issue. 
Initially,  having  no  significant  hearing-impaired 
people  within  my  spheres  of  work,  leisure,  or 
family,  I wanted  to  learn  sign  language  for  the 
purpose  of  serving  a much  overlooked  and  mis- 
understood segment  of  our  population,  and  I am 
growing  day  by  day  in  this  effort. 

The  actual  learning  of  manual  sign  language, 
a practical  vocabulary  of  some  1,300  words,  is 
somewhat  akin  to  the  mastery  of  a foreign  lan- 
guage. In  addition,  it  requires  daily  practice 


with  a fellow  signer  or,  if  none  is  available,  a 
mirror  can  do  as  your  constant  companion  and 
friend. 

Working  with  the  deaf  patient  can  be  a tedi- 
ous experience,  both  mentally  and  physically 
exhausting.  The  use  of  the  Freudian  analytic 
couch  not  only  aids  the  therapeutic  process  by 
fostering  regression,  but  provides  the  psycho- 
therapist with  a position  of  comfort,  free  to 
accept  the  luxury  of  non-scrutinization  by  his 
patient.  After  many  hours  of  face-to-face  indi- 
vidual non-analytic  psychotherapy,  the  therapist 
often  feels  a sense  of  relief.  “Finally,  no  one  is 
looking  at  me.  I can  express  my  feelings  and 
thoughts  without  fear  that  someone  is  going  to 
misread  a smile,  a frown,  a bodily  gesture,  or 
the  like”  are  typical  ruminations  at  the  close  of 
such  a working  day.  These  feelings  are  magni- 
fied in  working  with  the  deaf,  as  the  very  es- 
sence of  signing  is  conveyed  by  the  whole  body 
of  the  signer.  Scrutinization  of  the  therapist  is 


EMERGENCY  PSYCHO-PHARMACOLOGY 
April  14-15,  198S 

RESORTS  INTERNATIONAL  HOTEL  CASINO,  ATLANTIC  CITY,  N.J. 

Sponsored  by  the 

CONSORTIUM  FOR  EMERGENCY  PSYCHO-PHARMACOLOGY 

A CONFERENCE— To  consider  Emergency  Psycho-Pharmacology  in  the  context  of 
emergency/crisis  service  in  the  community.  To  clarify  the  in- 
volvement of  the  medical  profession  in  emergency/crisis  ser- 
vice. To  identify  roles  of  crisis  center  staff  as  team  members. 
Speakers— Nathan  Kline,  M.D.,  William  Anderson,  M.D.,  Leopold  Beliak,  M.D. 
Panel  Discussions— Response  to  participants'  questions  and  comments  dealing 
with  practical  applications  and  implications. 

Workshops— Will  address  implementations,  techniques,  problems  and  provide 
a place  for  exchange  of  ideas  and  experiences. 
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intensified  and  one  must  be  aware  of  the  emo- 
tionally draining  capacity  this  phenomena  is 
capable  of  evoking. 

Readily  apparent  in  this  endeavor  is  the  fact 
that  note  taking  becomes  an  impossibility.  For 
my  hearing  patients,  I utilize  shorthand,  which 
I find  most  advantageous  in  that  it  is  generally 
perceived  as  a non-threatening  means  of  record- 
ing pertinent  data  arising  during  the  session. 
With  the  deaf  patient,  one  must  suffice  with  his 
or  her  ability  at  recollection — a most  variable 
talent. 

In  summary,  working  in  psychotherapy  with 
the  hearing  impaired  and  deaf  can  be  a most 
invigorating  and  rewarding  experience.  If  the 


therapist  is  successful  in  meeting  the  patient  at 
his  level  with  regard  to  language,  intelligence, 
and  emotionality,  and  reasonable  goals  are 
agreed  upon  and  worked  toward,  this  unique 
form  of  psychiatric  care  can  truly  be  something 
special. 

Jerry  B.  Lemler,  M.D. 
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Special  Report 


WHAT'S  NEW  IN  GYNECOLOGY? 


Ronaldo  L.  Domingo,  M.D. 


The  last  five  years  have  produced  much  im- 
provement in  utilization  of  gynecologic  endo- 
scopy in  the  diagnosis  and  management  of  gyne- 
cologic problems. 

Due  to  modification  and  improvement  in  in- 
strumentation as  well  as  the  use  of  bipolar  cur- 
rent, laparoscopy  is  now  a safer  procedure  and 
the  incidence  of  complications  has  been  markedly 
reduced.  Laparoscopy  is  now  being  used  in 
pelvic  malignancy  to  determine  the  efficacy  of 
chemotherapy  and  radiotherapy  and  also  to  some 
extent  in  second  look  procedures  to  detect  early 
recurrences.  After  tubal  microsurgery,  a second 
look  procedure  six  to  eight  weeks  post-opera- 
tively  will  allow  the  surgeon  to  lyse  recurrent 
adhesions  with  ease.  Laparoscopy  is  invaluable 
in  infertility  work-ups,  as  well  as  in  the  evalua- 
tion of  pelvic  pain. 

Colposcopy  is  now  being  used  routinely  to 
follow-up  any  abnormal  Pap  smears  of  the  cer- 
vix to  pinpoint  areas  of  abnormality  for  selected 
biopsy.  If  the  lesion  is  small  enough,  the  whole 
area  can  be  excised.  This  procedure  has  re- 

Dr.  Domingo  is  a Senior  member  of  the  Department  of  Ob- 
stetrics and  Gynecology  at  The  Wilmington  Medical  Center. 
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duced  the  need  for  cone  biopsy  of  the  cervix 
which  has  a higher  incidence  of  complications; 
however,  if  the  entire  extent  of  the  lesion  cannot 
be  completely  visualized,  conization  is  the  pro- 
cedure of  choice. 

Hysteroscopy  is  now  being  used  more  fre- 
quently for  the  diagnosis  of  intrauterine  path- 
ology. It  is  useful  in  the  evaluation  of  abnormal 
uterine  bleeding  which  could  be  caused  by 
endocervical  and  endometrial  polyps,  submucous 
myomas,  intrauterine  synechiae,  retained  pro- 
ducts of  conception,  hyperplasia  or  carcinoma. 
It  is  also  used  for  locating  displaced  or  “lost” 
IUDs,  as  well  as  determining  the  extension  of 
cervical  malignancy  into  the  uterine  corpus.  It 
is  now  being  used  more  frequently  in  infertility 
work-ups,  as  well  as  in  experimental  sterilization 
procedures  which  insert  silicone  plugs  into  each 
tubal  ostium.  The  availability  of  the  contact 
hysteroscope  makes  the  procedure  easier  to  per- 
form because  it  does  not  require  any  distending 
medium  nor  separate  light  source.  The  presence 
of  bleeding  does  not  interfere  which  makes  it 
very  useful  in  locating  retained  products  of  con- 
ception in  post-abortion  patients  who  are  bleed- 
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ing  heavily,  as  well  as  safer  because  the  exact 
location  of  the  source  of  bleeding  is  pinpointed, 
and  thus  the  incidence  of  uterine  perforation  is 
reduced. 

Urethrocystoscopy  with  cystometries  is  now 
the  accepted  standard  procedure  in  the  diagnosis 
of  stress  urinary  incontinence.  It  detects  the 
presence  of  urethritis,  or  urethral  diverticulum, 
and  thus  facilitates  the  diagnosis  of  the  type  of 
stress  urinary  incontinence,  whether  it  is  ana- 
tomic, neurogenic,  or  detrussor  dyssynergia.  It 
is  also  being  used  to  guide  the  surgeon  in  placing 
the  sutures  at  the  urethrovesical  junction  in  the 
various  procedures  used  for  correcting  stress 
urinary  incontinence. 

Microsurgery,  now  the  procedure  of  choice 
for  any  infertility  surgery,  requires  the  use  of 
loupes  or  an  operating  microscope  for  accurate 
tissue  approximation,  gentle  tissue  handling, 
meticulous  hemostasis,  and  the  use  of  fine  instru- 
ments and  sutures.  As  compared  to  macrosur- 
gical  techniques,  microsurgery  improves  the  suc- 
cess rate  and  reduces  the  incidence  of  subsequent 
ectopic  pregnancy. 

One  of  the  newest  therapeutic  modalities  avail- 
able to  the  gynecologist  is  the  COo  laser  which 
is  used  in  conjunction  with  the  colposcope  in  the 
treatment  of  intra-epithelial  neoplasia  of  the 
vulva,  vagina,  and  cervix.  C02  laser  is  also  used 


in  the  treatment  of  benign  conditions  such  as 
condylomas,  papillomas,  lichen  sclerosus,  and 
herpes  virus  type  2 lesions.  It  is  more  accurate 
in  lysing  adhesions  during  infertility  surgery. 
C02  laser  has  the  advantages  over  other  treat- 
ment modalities  of  being  more  precise,  offering 
very  good  hemostasis,  and  producing  minimal 
damage  to  surrounding  structures.  Cervical 
stenosis  does  not  result,  and  colposcopic  follow- 
up is  possible  because  the  squamo-columnar 
junction  does  not  recede  into  the  endocervical 
canal. 

Ultrasonography  is  another  diagnostic  tool 
that  has  been  very  helpful  in  gynecology.  It 
helps  in  the  differential  diagnosis  of  viable  intra- 
uterine pregnancy,  and  incomplete  or  missed 
abortions.  Ultrasonography  aids  in  the  diagnosis 
of  ectopic  pregnancy  by  ruling  out  intrauterine 
pregnancy  in  a patient  who  has  lower  abdominal 
pain  in  conjunction  with  a positive  pregnancy 
test,  can  confirm  the  suspicion  of  hydatidiform 
mole,  and  is  helpful  in  locating  an  extrauterine 
IUD. 

The  release  by  the  FDA  of  the  anti-viral  agent 
acyclovir  makes  it  easier  to  relieve  the  symptoms 
and  reduce  the  rate  of  recurrences  of  herpes 
virus  type  2 lesions.  Although  it  is  only  recom- 
mended for  primary  infections,  its  use  in  recur- 
rent herpes  is  suggested  if  treatment  can  be 
started  when  prodromal  symptoms  appear. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


HAMILTON  BAILEY'S  DEMONSTRATIONS  OF  PHY- 
SICAL  SIGNS  IN  CLINICAL  SURGERY,  Edited  by 
Allan  Clain,  John  Wright  and  Sons,  Chicago, 
1980.  602  pp.  Ulus.  Price  $45.00. 

Dr.  Hamilton  Bailey  wrote  a very  interesting 
book  and  did  a creditable  job  in  his  Demonstra- 
tions of  Physical  Signs  in  Clinical  Surgery.  My 
first  response  to  the  book  was  not  favourable 
(“ou”  in  favor  of  the  English  author).  The 
work  seemed  at  first  glance  confused  and  con- 
fusing. 

What  captured  my  attention,  however,  and 
compelled  me  to  read  the  text  was  the  absolutely 
marvelous  wealth  of  historical  information  and 
word  origins  provided  by  the  author.  He  was 
undoubtedly  as  turned  on  by  the  language  of 
medicine  as  I and  much  more  knowledgeable. 
Dr.  Bailey  used  every  eponym  that  he  could 
find  and  added  an  historical  footnote  for  each. 
In  addition,  he  explained  almost  every  medical 
term  by  its  etymological  origin.  Did  you  know, 
for  instance,  that  meconium  comes  from  the 
Greek  ixtjkmv,  which  means  poppy?  “The  phy- 
sicians of  ancient  Greece  believed  that  meconium 
was  the  substance  responsible  for  keeping  the 
foetus  asleep  in  utero.”  Ain’t  that  neat!?!  Doesn’t 
that  tickle  the  xvm  °f  your  heart? 

Dr.  Bailey  was  an  Englishman  and  as  such 
was  blessed  with  the  liberation  of  literary  ex- 
pression which  so  often  is  lacking  in  texts  by 
American  authors.  How  nice  it  is  to  find  Shakes- 
pearean quotations  and  warm  English,  like  “post- 
haste” and  “vomit”  (instead  of  vomitus),  in  a 
textbook  dealing  with  surgery.  Dr.  Bailey  felt 
perfectly  at  home  in  cautioning  the  reader  with 
such  classics  as  “woe”  and  “alas.” 

Demonstrations  is  not  a textbook  of  surgery, 
nor  is  it  a dissertation  on  physical  diagnosis  or 
differential  diagnosis.  It  is  actually  a melange 
of  physical  signs,  hints  on  laboratory  examina- 
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tions,  caveats  for  the  unwary,  tidbits  of  medical 
information,  and  an  amazing  array  of  gory 
photos  and  pictures,  some  as  ancient  as  the  dis- 
eases portrayed,  and  all  compellingly  interesting. 
The  text  is  not  a compendium  for  any  certified 
specialist.  Why  then  did  Dr.  Bailey  write  it? 

I found  the  answer  in  the  preface  written  by  Dr. 
Bailey  in  1927.  I must  admit  that  I read  the 
preface  upon  completing  the  book.  I quote  from 
it. 

“Written  originally  for  the  student  commenc- 
ing clinical  work  in  the  surgical  wards  and  the 
outpatient  department,  it  is  to  him  or  her  that 
this  book  is  principally  addressed.  Couched  in 
language  that  should  be  understood  easily  by 
anyone  who  has  been  trained  in  anatomy  and 
physiology,  when  a term  with  which  the  begin- 
ner is  unlikely  to  be  familiar  is  introduced,  its 
meaning  and  derivation  are  explained. 

“.  . . Individual  physical  signs  are  often  known 
by  the  name  of  the  person  who  first  described 
them.  In  many  respects  this  is  an  advantage, 
for  an  anatomicopathological  label  is  often  cum- 
bersome. On  the  other  hand,  an  array  of  proper 
names  is  apt  to  bore  the  reader,  especially  if  they 
do  not  conjure  up  personalities.  By  adding 
historical  footnotes,  not  only  is  this  objection 
overcome  without  lengthening  the  text,  but  due 
credit  is  given  to  whom  we  owe  so  much. 

“The  book  has  never  presumed  to  be  a com- 
plete treatise  on  clinical  surgery;  I have  always 
intended  it  to  be  what  its  name  implies  — 
demonstrations  — hence,  the  pictures.” 

I think  Dr.  Bailey  did  an  admirable  job.  I 
thank  him  for  the  fun  I had  reading  his  Demon- 
strations. At  $45.00,  this  book  makes  a good 
gift  for  a young  medical  student — or  even  an 
old  one,  for  that  matter. 

Carl  I.  Glassman,  M.D. 
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FUNDAMENTALS  OF  CLINICAL  TRIALS,  by  Law- 
rence M.  Friedman,  M.D.,  Curt  D.  Furberg,  M.D., 
David  L.  DeMets,  Ph.D.,  John  Wright  PSG,  Inc., 
Boston,  Massachusetts,  1981.  222  pp.  Price 

$24.50. 

This  small  ( 222-page ) book  gives  an  overview 
of  the  conduct  of  human  studies  which  we  have 
come  to  call  “Clinical  Trials.”  The  authors  are 
the  Chief  of  the  Clinical  Trials  Branch  of  the 
National  Heart,  Lung,  and  Blood  Institute;  a 
staff  physician  in  that  branch;  and  the  Chief  of 
the  Mathematical  and  Applied  Statistics  Branch. 
It  covers  the  design  and  development  of  a trial, 
recruitment  of  subjects,  data  collection  methods, 
phasing  out  the  study,  and  interpreting  results. 
There  are  chapters  on  topics  such  as  enhancing 
subject  compliance,  reasons  for  not  withdraw- 
ing subjects  from  analysis,  survival  analysis,  and 
the  conduct  of  multi-center  studies. 

The  statistical  chapters,  such  as  7 (sample 
size),  12  (monitoring  response  variables),  and 
14  (survival  analysis),  become  quite  technical 


mathematically.  Most  M.D. -readers  will  not  be 
performing  these  computations  themselves,  but 
it  is  useful  for  them  to  know  that  there  is  a 
rigorous  discipline  for  determining  sample  size 
or  testing  for  significance,  and  that  certain  as- 
sumptions underlie  these  calculations.  On  the 
validity  of  the  assumptions  rests  the  reliability 
of  the  estimates. 

The  investigator  must  remember  that  if  he  asks 
the  statistician  to  perform  repeated  tests  of  sig- 
nificance, this  act  in  itself  demands  that  the 
statistician  require  a higher  level  of  significance 
from  the  data.  The  situation  resembles  the  per- 
forming of  a 20-test  chemistry  panel,  where  there 
is  a 50%  probability  that  one  of  the  test  results 
will  be  outside  the  95%  confidence  limits  through 
the  operation  of  chance  alone.  The  data  analy- 
sis procedures  must  be  specified  at  the  outset, 
and  the  level  of  significance  to  be  sought  will 
vary  accordingly. 

There  are  a few  typographical  errors,  where 
inappropriate  words  appear.  Each  chapter  ends 
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with  an  excellent  list  of  very  recent  (1974-1980) 
references. 

The  book  is  a useful  guide  for  any  physician 
who  intends  to  design,  participate  in,  or  evaluate 
critically  any  clinical  trial  of  an  “intervention.” 
Appreciation  of  the  limits  of  such  studies  should 
help  to  prevent  polarized  discussions  which  tend 
to  erode  even  the  proper  degree  of  confidence 
in  their  results. 

William  L.  Sprout,  M.D. 

X X X 


THE  YEAR  BOOK  OF  FAMILY  PRACTICE,  by 
Robert  E.  Rakel,  M.D.,  et  al,  Yearbook  Medical 
Publications,  Inc.,  Chicago,  Illinois,  1982.  Price 
$41.00. 

The  ever  increasing  wealth  of  medical  infor- 
mation threatens  to  discourage  family  physicians 
from  trying  to  keep  up  with  current  medical 
literature.  Tools  such  as  the  Year  Book  of  Family 
Practice  provide  a practical  means  to  keep  cur- 
rent while  still  maintaining  an  active  clinical 
practice.  Once  again,  Dr.  Rakel  and  his  associ- 
ates have  sifted  through  articles  in  over  a hun- 
dred journals  and  have  extracted  papers  and 
clinical  reviews  in  subjects  of  interest  to  practic- 
ing family  physicians.  Each  article  is  concisely 
summarized  and  followed  by  editorial  commen- 
tary which  attempts  to  evaluate  how  the  con- 
clusions might  affect  clinical  practice. 

I found  almost  all  of  the  articles  summarized 
of  interest  and  relevant  to  my  medical  practice. 


Rather  than  light  reading,  this  book  requires 
intensive  study.  It  is  imperative  that  the  reader 
consider  the  study  designs  and  the  data  as  well 
as  the  conclusions.  The  major  drawback  to 
summarized  articles  is  that  very  little  of  the 
methodology  is  discussed,  leaving  the  reader  to 
sometimes  question  the  validity  of  the  data 
and  the  conclusions.  Where  this  is  a question, 
the  answer  would  be  to  obtain  the  original  ar- 
ticle for  further  study. 

I would  recommend  that  every  practicing 
family  physician  use  this  book  to  help  keep  cur- 
rent. The  demands  of  daily  practice  and  the 
necessity  to  take  regular  recertification  examina- 
tions provide  a need  which  this  Year  Book  series 
fills  nicely.  The  book  is  large,  but  then  again 
one  has  a whole  year  to  get  through  it  before 
a new  edition  is  published. 

Lawrence  M.  Markman,  M.D. 
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OFFICE  PRACTICE  OF  MEDICINE,  by  William  T. 
Branch,  Jr.,  M.D.,  W.  B.  Saunders  Company,  Phil- 
adelphia, Pennsylvania,  1982.  1,318  pp.  Price 
$69.00. 

There  is  no  question  that  residencies  in  internal 
medicine  do  not  address  many  of  the  problems 
faced  by  internists  in  office  practice.  This  text- 
book originates  from  the  primary  care  internal 
medicine  residency  program  at  the  Peter  Bent 
Brigham  Hospital  in  Boston,  and  is  largely  au- 
thored by  members  of  the  Harvard  Medical 
School  staff.  As  stated  in  the  introduction,  this 
book  is  designed  to  approach  clinical  problems 
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from  the  standpoint  of  the  primary  care  internist, 
usually  in  the  outpatient  setting. 

This  textbook  has  a very  heterogeneous  make- 
up. Some  chapters  are  models  of  succinct  pres- 
entations of  useful  information,  while  others  con- 
tain excess  verbiage  which  do  not  address  clini- 
cal problems.  There  is  an  unfortunate  tendency 
to  concentrate  on  traditional  areas  of  internal 
medicine  which  are  better  handled  in  standard 
textbooks.  There  is  a relative  deficit  in  many 
sections  in  didactically  discussing  treatments  and 
doses  of  medication.  Several  times  the  Harvard 
faculty  waxes  eloquent  about  tests  which  are  not 
useful  in  outpatient  practice,  such  as  nephro- 
genous cyclic  AMP  determinations  in  evaluat- 
ing patients  with  kidney  stones  or  TRH  testing 
for  borderline  hyperthyroidism.  Worthwhile 
chapters  for  the  new  office  practitioner  include 
areas  such  as  auditory  function  and  ophthalmo- 
logic problems.  The  chapter  on  musculoskeletal 
pain  syndromes  is  useful.  Several  important 
deficits,  such  as  no  discussion  of  Parkinson’s 
disease  and  a complete  absence  of  dermatology. 


are  unfortunate.  Urinary  incontinence  in  women 
is  not  mentioned. 

There  is  no  question  that  a textbook  along  the 
lines  of  this  one  is  needed.  This  text  contains 
some  excellent  sections,  but  is  flawed  in  both 
material  selection  and  in  the  content  of  several 
chapters.  Perhaps  what  is  really  needed  is  sort 
of  a “Washington  Manual”  for  the  office  practice 
of  medicine.  I look  forward  to  seeing  future 
editions  of  this  text. 

William  L.  Jaffee,  M.D. 

S& 

ANNUAL  REVIEW  OF  NUTRITION,  by  W.  J.  Darby, 
H.  P.  Broquist,  and  R.  E.  Olson,  editors,  Annual 
Reviews,  Inc.,  Palo  Alto,  California,  1981.  510 
pp.  Price  $22.00. 

As  the  current  nutrition  information  explosion 
continues,  the  need  for  carefully  referenced  scien- 
tific reviews  like  this  volume  becomes  greater. 
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It  is  the  first  in  a series  of  annual  reviews  on  the 
topic  of  nutrition.  The  Annual  Reviews  of  Phy- 
siology, Biochemistry,  Medicine,  etc.  are  pub- 
lished by  the  same  company. 

The  variety  of  subjects  reviewed  is  wide.  Top- 
ics range  from  a detailed  review  of  biochemistry 
and  metabolism  of  substances  such  as  choline, 
taurine,  carotenoids,  food  colorings  and  flavo- 
proteins  to  “The  Moral  Dimension  of  the  World’s 
Foods  Supply.”  There  are  research  oriented 
chapters  such  as  “Iron  Absorption  and  Transport 
in  Microorganisms”  and  “The  Germ  Free  Animal 
in  Nutritional  Studies,”  but  most  chapters  con- 
tain some  information  that  can  be  applied  di- 
rectly to  the  practice  of  medicine.  Examples  in- 
clude chapters  on  sodium  and  potassium  nutri- 
tion, iron  availability  from  foods,  nutrition  and 
athletics,  fluoride,  and  fructose  and  sugar  alco- 
hols. 

The  sodium  and  potassium  chapter  thoroughly 
reviews  the  studies  that  have  assessed  sodium 
intake  in  this  country,  discusses  the  absorption 
and  output  of  sodium,  describes  the  acute  and 
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chronic  toxicities  of  sodium,  and  reviews  data 
on  the  salt  substitutes.  Potassium  is  handled 
similarly.  Methods  for  studying  iron  absorption, 
factors  influencing  iron  absorption,  and  practical 
implications  of  the  data  on  heme  and  nonheme 
iron  bioavailability  from  different  foods  are  dis- 
cussed in  the  chapter  on  iron  availability.  The 
nutrition  and  athletics  chapter  emphasizes  con- 
cepts related  to  training  or  conditioning.  Energy 
and  protein  are  discussed  extensively  along  with 
a detailed  review  of  some  aspects  of  exercise 
physiology.  The  fluoride  chapter  contains  a 
historical  review  of  the  studies  that  confirmed 
fluoride’s  beneficial  effects  on  dental  caries.  The 
timing  and  mode  of  administration  of  or  exposure 
to  fluoride  is  discussed  along  with  an  analysis 
of  its  role  in  the  prevention  of  osteoporosis.  The 
chapter  on  fructose  and  sugar  alcohols  reviews 
the  literature  on  xylitol,  mannitol,  sorbitol,  and 
fructose  with  respect  to  usefulness  in  decreasing 
dental  caries  and  in  diabetic  diets.  Biochemistry, 
metabolism,  and  safety  of  these  compounds  are 
emphasized. 


In  general,  the  basic  science  aspects  are  given 
greater  emphasis  than  the  clinical  aspects  and 
thus  this  volume  should  not  be  considered  an 
introduction  to  or  summary  of  clinical  nutrition. 
It  is  not  useful  as  a basic  text  of  any  type.  Al- 
though the  topics  covered  are  done  in  a thorough, 
well  edited  manner  with  excellent  referencing, 
many  currently  controversial  topics  were  not  in- 
cluded. Hopefully,  these  will  be  candidates  for 
future  volumes. 

Nearly  all  of  the  authors  have  published  ex- 
tensively in  the  topics  they  reviewed,  yet  gener- 
ally presented  a good  synopsis  of  all  sides  of 
controversial  issues.  The  organization  and  refer- 
encing of  this  volume  are  excellent.  Each  chap- 
ter is  divided  into  small  sections  for  rapid  topic 
locations  and  readability.  Almost  every  chapter 
has  greater  than  100  references.  Most  informa- 
tion is  presented  textually  although  some  graphs, 
tables,  and  diagrams  are  scattered  throughout 
the  volume. 

In  summary,  I would  recommend  this  book 
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mainly  for  those  persons  with  a special  interest 
and  some  background  knowledge  of  nutrition 
science  and  to  others  as  an  up-to-date  reference 
source.  The  clinician  who  wishes  to  keep  abreast 
of  the  science  of  nutrition  should  benefit  signifi- 
cantly by  procuring  this  series  yearly. 

Dennis  M.  Sheehe 

Mr.  Sheehe  is  a fourth-year  medical  student  at  Jefferson  Medi- 
cal College,  Philadelphia. 


person  from  a helpful  society  . . . without  pain 
or  suffering,  and  ultimately  without  fear.” 

David  Platt,  M.D. 

CLINICAL  PSYCHIATRY  IN  PRIMARY  CARE,  by  J. 
Ingram  Walker,  M.D.,  Addison-Wesley  Publish- 
ing Co.,  Menlo  Park,  California,  1981.  Price 
$28.95. 


THE  HOUR  OF  OUR  DEATH,  by  Philippe  Aries, 

translated  by  Helen  Weaver,  Alfred  A.  Knopf, 
Westminster,  Maryland,  1981.  651  pp.  Illus. 
Price  $20.00. 

This  is  an  English  translation  of  a scholarly 
treatise  written  by  a noted  French  historian 
after  exhaustive  research  of  church  and  grave- 
yard documents,  religious  rituals,  city  sanita- 
tion plans,  personal  wills,  literature,  and  paint- 
ings. It  is  a history  of  man’s  changing  attitudes 
towards  death  and  dying  over  the  past  1,000 
years. 

The  first  400  pages  represent  an  exhaustive, 
and  oft-times  dreary,  description  of  the  relation- 
ship of  religious,  church,  and  burial  customs  on 
death  and  dying.  But  the  final  200-plus  pages 
give  a fascinating  picture  of  real  human  beings 
as  portrayed  in  art,  literature,  and  history.  Sec- 
tions from  Tolstoi  and  the  Brontes  are  particu- 
larly vivid  and  striking. 

Philippe  Aries  takes  us  from  Greco-Roman 
times  when  death  was  familiar  and  nonfrighten- 
ing amid  family  and  friends,  until  the  present 
when  the  coming  of  death  is  usually  denied  by  all, 
patient,  family,  and  attendants,  and  relegated  to 
the  mechanistic  hospital  intensive  care  unit 
where  the  patient  dies  lonely  and  afraid. 

The  author  ends  on  a note  of  hope  as  he  de- 
scribes the  present  movements  toward  death 
with  dignity  and  recognition  of  the  normalcy 
of  death.  In  summary,  he  says  great  efforts  are 
being  made  “.  . . to  humanize  death,  to  make  it 
accepted  and  no  longer  shameful,  to  reconcile 
death  with  happiness.  Death  must  simply  be- 
come the  discrete  but  dignified  exit  of  a peaceful 


This  book  is  one  in  a series  of  medical  texts 
published  by  Addison-Wesley.  As  with  all  of 
these  books,  it  is  written  for  the  primary  care 
provider,  with  emphasis  on  diagnosis  and  treat- 
ment. This  particular  text  provides  the  physi- 
cian with  an  excellent  framework  in  which  to  ap- 
proach the  patient  with  a psychiatric  disorder. 

The  text  is  clearly  written,  and  easily  readable, 
with  unfamiliar  terms  defined.  An  unusual  fea- 
ture of  the  books  in  this  series  is  that  important 
points  in  each  paragraph  are  summarized  in  the 


t/ 


STAFF 

PHYSICIANS 

With  steel  and  masonry  arriving  daily 
and  opening  day  less  than  six  months 
away,  TheHMOof  DE.,  Inc.ismoving 
to  round  out  its  staff  of  senior  medical 


;/v  l'M 

THE  I J OF  DELAWARE 


personnel. 

We  presently  have 
vacancies  for  phy- 
sicians with  spe- 
cialities in  pediatrics  and  family  prac- 
tice. An  opening  in  the  fall  of  1983  is 
reserved  for  a practitioner  in  Internal 
Medicine. 

In  addition  to  the  unigue  start-up 
aspects,  the  positions  offer  excellent 
salary  and  fringe  benefits  packages; 
fully  paid  life,  health  and  dental  insur- 
ance plus  a variety  of  special  entice- 
ments. 

Qualified  and  interested  parties  are 
invited  to  send  a precis  of  professional 
credentials  to: 

R.  Walter  Powell,  M.D. 
Medical  Director 
The  HMO  of  DE. 

24A  Trolley  Square 
Wilmington, DE  19806 

An  Equal  Opportunity  Employer 


Del  Med  Jrl,  March  1983 — Vol  55,  No  3 


195 


Book  Reviews 


wide  margin,  which  allows  the  physician  who 
wants  a brief  review  of  a chapter  to  quickly  read 
through  all  the  important  points. 

Tables  are  presented  which  help  to  clarify 
topics;  for  example,  a comparison  of  the  features 
of  depression  vs.  anxiety.  Clinical  case  studies 
are  briefly  discussed  which  are  very  helpful  in 
exemplifying  the  point  the  author  is  trying  to 
make.  Diagnosis  and  treatment  are  well  de- 
scribed, and  the  author  identifies  at  which  point 
the  patient  should  be  referred  to  a psychiatrist. 
The  chapter  on  psychopharmacology  provides  a 
practical  review  of  psychoactive  drugs  commonly 
used. 

This  text,  written  by  a general  practitioner- 
turned-psychiatrist,  is  a comprehensive  manual 
for  the  primary  care  physician.  It  provides  up- 
to-date  information  with  practical  guidance  in 
treating  patients  with  psychiatric  disorders.  It 
is  highly  recommended. 

Fred  Laufer,  M.D. 

Dr.  Laufer,  formerly  a resident  at  The  Wilmington  Medical 
Center,  is  a family  practitioner  in  New  York. 
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• Implementing  a plan  of  sexual  therapy 
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Impaired  Physician 
Program 

Dr.  David  Platt 
Honored 


Tampa  Bay 
Cardiovascular 
Seminar 


ASCP/CAP  Spring 
Meeting 


Advanced  Cardiac 
Imaging  Seminar 


Anesthesiology 

Symposium 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 

David  Platt,  M.D.,  is  one  of  two  recipients  of  the  1983  Hannah  G.  Soloman  Award 
for  Outstanding  Community  Service  presented  by  the  Wilmington  Section  of 
the  National  Council  of  Jewish  Women.  Dr.  Platt  was  Director  of  the  Depart- 
ment of  Family  Practice  at  The  Wilmington  Medical  Center  from  1966  to  1968, 
and  he  continues  to  teach  third  and  fourth-year  medical  students  and  Family 
Practice  residents.  He  has  been  a finalist  three  times  for  the  Good  Housekeeping 
“Family  Doctor  of  the  Year”  award.  A reception  honoring  the  recipients  will 
be  held  at  the  Jewish  Community  Center,  101  Garden  of  Eden  Road,  Wilming- 
ton, at  7:30  p.m.,  Wednesday,  March  23rd.  R.S.V.P.  478-5660. 

CLINICAL  NOTICES  AND  MEETINGS 

The  program  for  the  Tampa  Bay  Cardiovascular  Seminar  will  be  ACUTE  MYOCARDIAL 
INFARCTION:  PREPARING  THE  DISCHARGE.  The  conference  is  scheduled  for  April 
8-9,  1983,  in  Tampa,  Florida.  The  program  is  acceptable  for  10  Prescribed  hours  by  the 
American  Academy  of  Family  Physicians  and  10  hours  of  credit  in  Category  I for  the  Phy- 
sician’s Recognition  Award  of  the  American  Medical  Association.  Registration  fee  is  $75 
for  physicians  who  are  members  of  the  American  Heart  Association,  $100  for  physicians  who 
are  not  members  of  the  AHA,  and  $30  for  nurses.  Contact:  Dixon  E.  Smith,  Executive 
Director,  American  Heart  Association,  Hillsborough  County  Chapter,  P.O.  Box  4835,  Tampa, 
Florida  33677. 

The  Annual  Spring  Meeting  of  the  American  Society  of  Clinical  Pathologists  and  the  College 
of  American  Pathologists  will  be  held  in  Chicago,  Illinois,  April  9-14,  1983.  The  meeting 
will  offer  workshops,  seminars,  special  programs,  and  paper  and  poster  sessions  in  Anatomic 
and  Clinical  Pathology.  Contact:  Michael  Kelleher,  ASCP  Customer  Services,  2100  West 
Harrison  Street,  Chicago,  Illinois  60612,  (312)  738-1336. 

The  San  Diego  Cardiac  Center  of  the  Sharp  Memorial  Hospital  is  sponsoring  a seminar 
entitled  ADVANCED  CARDIAC  IMAGING  to  be  held  April  28-30,  1983  in  San  Diego. 
The  symposium  will  review  the  latest  advances  in  imaging  and  indications  for  their  clinical 
use  in  cardiac  studies  and  discuss  each  of  the  key  imaging  modalities,  including  nuclear 
medicine,  digital  x-ray,  position  emission  tomography,  gated  computed  axial  tomography, 
echocardiography,  and  nuclear  magnetic  resonance.  The  seminar  has  been  designated  for 
18.5  CME  credit  hours  in  Category  I.  Registration  fee  is  $250  ( $150  for  fellows  and  resi- 
dents). Contact:  Nomi  Feldman,  Conference  Coordinator,  3770  Tansy,  San  Diego,  Cali- 
fornia 92121,  (619)  453-6222. 

The  University  of  Kansas  College  of  Health  Sciences  and  Hospital  is  sponsoring  the  Thirty- 
third  Annual  POSTGRADUATE  SYMPOSIUM  ON  ANESTHESIOLOGY  in  Kansas  City 
April  22-24,  1983.  This  program  consists  of  a variety  of  subjects  which  will  cover,  directly 
or  indirectly,  the  practices  of  anesthesia  in  patient  care,  in  the  operating  room  and/or  outside 
the  operating  room.  It  includes  pharmacology,  physiology,  and  technical  application  of 
those  basic  science  knowledges  in  patient  care.  This  symposium  meets  the  criteria  for  13.5 
credit  hours  in  Category  I of  the  Physician’s  Recognition  Award  of  the  AMA.  The  registra- 
tion fee  for  the  course  is  $225.  Full  time  students,  interns,  or  residents  can  register  for  half 
price.  Contact:  Office  of  Continuing  Education,  The  University  of  Kansas  College  of  Health 
Sciences  and  Hospital,  Rainbow  at  Olathe  Boulevard,  Kansas  City,  Kansas  66103,  (913) 
588-4488. 
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Emergency 
Medicine  for  the 
Primary  Care 
Physician 


The  Office  of  Continuing  Medical  Education,  Medical  College  of  Virginia,  is  sponsoring  the 
Fifth  Annual  Conference  on  EMERGENCY  MEDICINE  FOR  THE  PRIMARY  CARE  PHY- 
SICIAN April  29-May  1,  1983,  in  Williamsburg,  Virginia.  This  seminar  is  designed  to  pro- 
vide physicians  and  health  professionals  with  a practical  clinical  approach  to  basic  medical 
and  surgical  emergencies.  Participants  in  the  program  will  receive  17)1  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  There 
is  a registration  fee  of  $195.  Contact:  Mrs.  Randy  Casey,  Continuing  Medical  Education, 
Box  48,  MCV  Station,  Richmond,  Virginia,  23298,  (804)  786-0494. 


MSNJ  Annual  The  217th  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF  NEW  JERSEY  is 
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Infectious  Disease  The  20th  Annual  INFECTIOUS  DISEASE  SYMPOSIUM  of  The  Wilmington  Medical  Center 
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described  as  normal,  and  the  other  infant  had 
Apgar  ratings  of  2 and  5.  Young  concluded  that 
the  risk  of  any  complication  with  third  trimester 
amniocentesis  approximated  9.2%,  and  the  total 
risk  of  fetal  and  maternal  injury  was  0.38%  with 
no  deaths  in  his  series. 

Klein  and  coworkers  have  recommended  that 
postamniocentesis  continuous  fetal  heart  rate 
monitoring  be  done  for  at  least  one  hour  follow- 
ing the  procedure  to  detect  the  acutely  or  chron- 
ically compromised  fetus.11  When  the  fetus  is 
nonreactive  or  the  fetal  heart  rate  pattern  is  not 
diagnostic,  they  state  monitoring  should  be  con- 
tinued for  a second  hour. 

Conclusion 

These  unfortunate  cases  confirm  the  need  for 
great  care  and  appropriate  precautions  when 
performing  amniocentesis  in  the  third  trimester. 
Confirmation  of  a normal  fetal  heart  rate  pattern 
prior  to  and  following  amniocentesis  is  manda- 
tory. If  a bloody  tap  is  encountered  and  fetal 
cells  are  confirmed  by  any  one  of  a number  of 
tests  available,  expeditious  delivery  should  be 


considered  if  the  infant  is  near  term  or  monitor- 
ing reveals  any  distress  pattern  or  bradycardia. 
Depending  on  the  circumstances,  this  may  mean 
either  oxytocic  stimulation  or  emergency  cesarean 
section.  In  order  to  avoid  a tragic  outcome,  it 
is  imperative  to  be  able  to  perform  an  emergency 
cesarean  section  without  delay  when  amniocen- 
tesis is  performed  in  the  third  trimester. 
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MEDICAL  GRAND  ROUNDS: 

MYOCARDIAL  INFARCTION  IN  A DIABETIC 


William  L.  Jaffee,  M.D. 
Marilyn  A.  Tomasko,  M.D. 


Dr.  Marilyn  Tomasko: 

The  patient,  a 71-year-old  white  gentleman, 
had  been  taking  insulin  for  diabetes  mellitus  for 
approximately  ten  years  prior  to  this  admission. 
Therapy  with  25  units  of  NPH  insulin  daily  and 
dietary  therapy  had  been  successfully  controlling 
his  diabetes,  keeping  his  urine  sugars  negative. 
Two  days  prior  to  evaluation,  he  developed  nau- 
sea, vomiting,  and  weakness.  Because  of  per- 
sistent gastrointestinal  symptoms  resulting  in  an 
inability  to  keep  down  fluids,  he  decided  to  stop 
taking  his  insulin. 

At  the  time  of  initial  evaluation  in  the  hospital, 
he  was  stuporous  with  blood  pressure  of  110/70 
and  pulse  of  100.  Physical  examination  was  sig- 
nificant only  for  signs  of  dehydration,  decreased 
peripheral  pulses,  and  absent  knee  and  ankle 
reflexes. 

Laboratory  data  showed  a blood  sugar  of  1090 
mgs/dl  with  a sodium  of  128;  potassium,  7.7; 
chloride,  84;  and  bicarbonate,  4 mEq/L.  BUN 
was  55  and  creatinine  was  3.4  mgs/dl.  CBC 
revealed  an  elevated  white  count  with  a left 

Dr.  Jaffee  is  the  Assistant  Director  of  the  Department  of  Medi- 
cine at  The  Wilmington  Medical  Center. 

Dr.  Tomasko  is  a second-year  resident  in  the  Department  of 
Medicine  at  The  Wilmington  Medical  Center. 

This  presentation  is  adapted  from  a grand  rounds  of  the  Depart- 
ment of  Medicine  of  The  Wilmington  Medical  Center. 


shift.  Arterial  blood  gases  showed  a pH  of  6.9 
with  pC02  of  16.7  and  p02  of  127  mm  Hg  on 
room  air.  The  electrocardiogram  showed  signs 
of  an  inferior  wall  myocardial  infarction.  The 
patient  was  therefore  admitted  for  treatment  of 
ketoacidosis  and  to  be  observed  for  complications 
of  myocardial  infarction. 

The  patient’s  ketoacidosis  was  treated  with 
intravenous  saline  and  half  normal  saline  (7 
liters  in  the  first  24  hours)  and  insulin.  Ten 
units  of  insulin  was  given  IV  push,  and  an  in- 
fusion of  10  U/hour  of  insulin  was  begun.  In- 
travenous potassium,  20  mEq/liter  of  IV  fluids, 
was  given  to  maintain  a normal  blood  level. 
Because  of  the  low  pH,  one  ampule  of  intrave- 
nous bicarbonate  was  administered  initially. 
Blood  and  urine  cultures  showed  no  growth.  The 
patient  developed  atrial  flutter  and  ventricular 
ectopy.  The  flutter  was  controlled  with  digoxin; 
the  premature  ventricular  contractions  were  con- 
trolled with  intravenous  lidocaine. 

By  the  next  morning,  the  patient’s  ketoacidosis 
had  been  largely  corrected.  His  blood  sugar 
was  292  mgs/dl,  bicarbonate  was  19  mEq/L,  and 
pH  was  normal.  The  insulin  drip  was  then  dis- 
continued, and  a sliding  scale  prescribing  insulin 
according  to  q 6 hour  blood  sugars  and  three 
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meals  a day  were  ordered.  The  following  sliding 
scale  for  insulin  was  used: 


Blood  Sugar,  mg/dl 
0-150 
150-200 
200-250 
250-300 
300-350 

greater  than  350 


Resulting  Insulin  Dose 
No  insulin 

5 units  of  regular  insulin 
10  units  of  regular  insulin 
15  units  of  regular  insulin 
20  units  of  regular  insulin 
Call  House  Officer 


The  patient  generally  did  well  except  for  some 
hypoglycemic  symptoms  early  one  morning 
which  resolved  with  oral  administration  of  sugar. 

The  patient’s  initial  CPK  was  markedly  ele- 
vated at  1140  U/liter  with  an  increased  MB  frac- 
tion. His  CPK  returned  to  normal  by  the  second 
day,  while  LDH  continued  to  be  elevated.  Based 
on  the  evolution  of  his  electrocardiographic 
changes  and  enzymes,  it  was  felt  this  patient  had 
had  a painless  myocardial  infarction  several  days 
prior  to  admission,  which  was  probably  the  incit- 
ing cause  of  his  gastrointestinal  disturbance. 

For  the  rest  of  his  hospitalization,  the  patient 
had  an  uneventful  course.  He  was  discharged 
on  his  ninth  hospital  day  with  directions  to  take 
28  U NPH  insulin  daily. 

Dr.  William  Jaffee: 

This  patient  illustrates  several  management 
problems  in  diabetic  patients  that  are  currently 
not  being  well  addressed  by  many  practitioners. 
In  addition,  he  brings  up  the  question  of  meta- 
bolic management  of  patients  with  myocardial 
infarctions,  a rich  research  topic  over  the  last 
decade.  Dr.  Marilyn  Tomasko  will  discuss  for 
us  aspects  of  carbohydrate  and  intermediary 
metabolism  with  particular  respect  to  patients 
with  myocardial  infarctions. 

Dr.  Marilyn  Tomasko: 

All  body  organs  need  energy  to  maintain  life 
processes.  This  energy  comes  from  the  oxida- 
tion of  organic  compounds  to  produce  ATP.  Dur- 
ing the  fasting  state,  when  oxygen,  glucose,  fatty 
acids  and  amino  acids  are  all  available  for  fuel, 
oxidation  of  free  fatty  acids  (FFA)  provides  the 
majority  of  the  energy  needs  of  the  heart.  Only 
a small  percentage  of  energy  comes  from  aerobic 
metabolism  of  glucose,  and  a negligible  amount 


is  produced  through  anaerobic  glycolysis  (Emb- 
den-Meyerhof  pathway).  (Table  1) 

During  anoxia,  the  metabolic  pattern  of  the 
myocardium  changes.  Because  oxidation  of  FFA 
cannot  occur  under  anaerobic  conditions,  the 
myocardium  becomes  dependent  upon  glucose 
for  energy,  and  glycolysis  becomes  the  predomi- 
nant energy  producing  pathway.  Survival  of 
myocardial  cells  depends  on  the  rate  of  glycoly- 
sis, which  in  turn  is  influenced  by  the  amount  of 
available  substrate.1  The  amount  of  glucose 
available  is  influenced  by  hormonal  factors  in- 
cluding insulin  and  the  counterregulatory  hor- 
mones, glucagon,  epinephrine,  and  cortisol. 

During  myocardial  infarction  (MI),  decreased 
blood  flow  to  the  ischemic  area  not  only  results 
in  less  available  glucose  and  oxygen,  but  also 
impairs  removal  of  waste  products  including  lac- 
tic acid  and  carbon  dioxide.  Carbon  dioxide 
combines  with  water  to  become  carbonic  acid. 
The  resulting  acidosis  can  depress  the  rate  of 
glycolysis  by  inhibition  of  phosphofructokinase 
activity,  one  of  the  rate  limiting  enzymes  of  the 
Embden-Meyerhof  pathway.  Lactate  also  inhib- 
its other  enzymes  in  the  glycolytic  sequence. 
Therefore,  ischemic  tissue  is  compromised  not 
only  by  lack  of  blood  flow  providing  oxygen  and 
glucose,  but  also  by  inhibition  of  metabolism 
pathways  responsible  for  maintaining  cell  life.1 
Proportional  to  the  amount  of  oxygen  available, 
some  aerobic  metabolism  occurs  in  the  area  of 
ischemia. 

Other  factors  influencing  myocardial  metabo- 
lism during  MI  include  high  levels  of  counter- 
regulatory  hormones,  especially  epinephrine.  The 
anti-insulin  effect  of  the  counterregulatory  hor- 
mones causes  a dramatic  elevation  in  FFA  levels.2 
Because  FFA  cannot  be  metabolized  in  an 
ischemic  area,  FFA  levels  tend  to  rise.  Free  fatty 
acids  may  be  cardiotoxic  and  predispose  to  ar- 
rhythmias. In  addition,  FFA  reversibly  inhibit 
the  adenine  nucleotide  translocase  system  of 
the  mitochondria  which  is  responsible  for  regu- 
lating transport  of  ATP  out  of  the  mitochondria, 
thereby  further  limiting  the  amount  of  ATP  avail- 
able.1 Lack  of  ATP  would  be  associated  with 
cell  death  and  extension  of  the  area  of  infarction. 

In  conclusion,  during  myocardial  infarction  the 
hypoxic  state  of  the  ischemic  myocardium  pre- 
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TABLE  1 


BIOLOGIC  OXIDATION 


FED  STATE 


FASTING  STATE 


GLUCOSE 

I 

EM  PATTI 

ll/±£T,  a 

2 PYRUVATES  Z NADH  CYTOSOL 


AMINO  ACID 


PYRUVATE 


FFA 


NET  36  ATP  FROM  AEROBIC 
NET  2 ATP  FROM  ANAEROBIC 


.IN  CYTOCHROME  RESPIRATORY  CHAIN 


NET  15  ATP  - 
ALL  AEROBIC/ 
AMINO  ACID 


NET  17  ATP 
AKK  AEROBIC/ 
/3  OXIDATION 


38  atp/glucose 


EM  PATH  = EMBDEN-MEYERHOF  PATHWAY 
FFA  = FREE  FATTY  ACIDS 


vents  aerobic  metabolism  from  occurring.  An- 
aerobic metabolism,  which  ordinarily  would  be 
the  principal  source  of  energy  in  the  hypoxic 
state,  is  compromised  by  decreased  available 
substrate  ( glucose ) and  accumulation  of  local 
toxic  products  including  lactic  acid,  carbon  di- 
oxide, and  free  fatty  acids.  These  toxic  products 
further  inhibit  the  production  of  ATP,  could 
theoretically  extend  the  size  of  the  infarct,  and 
are  also  probably  arrhythmogenic.  Therapeu- 
tically, it  would  be  important  to  reverse  these 
local  factors  by  providing  adequate  amounts  of 
substrate  and  insulin  to  the  ischemic  area  and 
thus  inhibit  production  of  FFA.  Because  insulin 
and  glucose  drive  potassium  into  cells,  infusions 
of  insulin  and  glucose  would  have  to  be  com- 
bined with  potassium. 


Early  investigative  work  showed  that  during 
coronary  ligation  in  dogs,  infusion  of  glucose 
insulin  and  potassium  (GIK)  reduced  the  pre- 
dicted size  of  infarction.3  In  order  to  determine 
if  these  results  could  be  extrapolated  to  MI  in 
patients,  several  groups  of  researchers  have  con- 
ducted protocols  to  investigate  the  clinical  ef- 
fects of  GIK  infusions.  The  group  at  the  Uni- 
versity of  Alabama  has  been  publishing  results 
of  an  ongoing  study  there  since  1975.4  Accord- 
ing to  their  protocol,  300  grams  of  glucose,  50 
units  of  insulin  and  80  mEq  of  potassium  per  liter 
of  sterile  water  were  infused  through  the  right 
atrial  port  of  a Swan-Ganz  catheter  at  1.5 
ml/kg/hr.  The  infusion  was  continued  for  48 
hours,  during  which  time  the  control  group  re- 
ceived normal  saline  at  a keep-open  rate.  The 
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study  protocol  excluded  patients  with  insulin 
dependent  diabetes  or  severely  impaired  renal 
function.  Few  deleterious  effects  of  the  infusion 
were  noted,  with  only  a few  patients  developing 
signs  of  left  ventricular  overload  or  pulmonary 
hypertension. 

The  researchers  followed  levels  of  glucose,  po- 
tassium, and  FFA.  As  would  be  expected,  glu- 
cose levels  were  higher  during  the  first  24  hours 
when  insulin  resistance  would  be  maximum.  In 
the  treatment  group,  glucose  levels  dropped  from 
the  mid  200s  mg/dl  range  during  the  first  24 
hours  to  the  mid  100s  during  the  second  24  hours. 
Potassium  levels  rose  to  the  high  range  of  normal 
(4-5  mEq/L).  The  treated  group  also  had  a 
fall  in  BUN  compared  to  the  control  group,  prob- 
ably due  to  inhibition  of  protein  catabolism  as 
well  as  to  a dilutional  effect. 

The  researchers  monitored  the  occurrence  of 
arrhythmias,  elevated  left  ventricular  function, 
infarct  size,  and  mortality.  A consistent  finding 
was  a decrease  in  the  number  of  PVCs  and  epi- 
sodes of  ventricular  tachycardia  in  the  treated 
group,  presumably  related  to  the  lower  levels  of 
FFA.4  When  lidocaine  was  needed  in  the  treated 
group,  lower  doses  were  required  to  block  ar- 
rhythmias compared  with  the  control  group.  Of 
note,  the  patients  in  both  the  treatment  and  con- 
trol group  with  lower  levels  of  FFA  had  less 
ventricular  ectopy. 

Left  ventricular  function  and  infarct  size  were 
monitored  through  pulmonary  artery  pressure 
measurements  and  radionuclide  studies.  Results 
from  each  form  of  analysis  indicated  an  improve- 
ment in  LV  function  in  the  acute  phase  when 
compared  to  control  patients.  Pulmonary  artery 
end  diastolic  pressures  were  lower  and  segmental 
ejection  fractions  were  higher,  suggesting  a pos- 
sible reduction  in  infarction  size.5 

To  date,  the  study  results  have  not  conclusively 
shown  any  improvement  in  mortality  for  treated 
patients,  one  drawback  being  the  small  number 
of  patients  studied.  In  fact,  the  infusions  may 
be  of  more  benefit  to  patients  with  less  extensive 
disease  since  the  infusion  must  reach  the  jeopard- 
ized cells  in  adequate  amounts  if  it  is  to  influence 
metabolism.  Overall,  GIK  infusions  remain  in 
the  investigational  stage  and  still  require  routine 
invasive  monitoring.  The  biochemical  principles 


on  which  they  are  based  indicate  that  induction 
of  anabolic  metabolism  during  MI  may  be  bene- 
ficial in  several  ways.  Until  further  studies  pro- 
duce conclusive  results,  routine  use  of  GIK  solu- 
tions in  MI  or  suspected  MI  is  not  indicated. 

Dr.  William  Jaffee: 

The  appropriate  use  of  insulin  in  diabetic  ke- 
toacidosis has  been  wejl  established  by  investi- 
gators such  as  Alberti  in  England  and  Kitabchi 
in  this  country.' 0 Because  of  their  efforts,  most 
patients  with  diabetic  ketoacidosis  are  currently 
treated  with  intravenous  insulin,  in  doses  of  5 
to  10  units  per  hour  by  continuous  infusion. 
Whether  this  technique  is  significantly  better 
than  intramuscular  or  subcutaneous  insulin  re- 
mains in  dispute.  Most  researchers  find  little  dif- 
ference in  results  when  any  of  these  techniques 
are  used  with  appropriate  replacement  of  intra- 
venous fluids  and  electrolytes.  In  the  patient 
under  discussion  today,  the  diagnosis  of  diabetic 
ketoacidosis  was  obvious  and  the  treatment 
modalities  used  were  appropriate.  Problems  in 
this  patient’s  management  occurred  after  his 
severe  hyperglycemia  was  controlled  and  he  was 
being  converted  from  intravenous  to  subcuta- 
neous insulin.  As  Dr.  Tomasko  pointed  out  in 
her  discussion,  it  is  highly  desirable  to  keep  pa- 
tients in  an  anabolic  state  during  most  acute  ill- 
nesses and  especially  during  MI.  I would,  there- 
fore, like  to  outline  an  approach  to  insulin  ther- 
apy in  diabetics  with  acute  illnesses. 

Initially,  the  clinician  must  obtain  a data  base 
on  the  patient.  (Table  2)  All  critically  ill  pa- 


TABLE  2 

DATA  BASE:  HOSPITAL  MANAGEMENT  OF  DIABETICS  WITH  ACUTE  ILLNESS 

1.  HOW  SICK  IS  THE  PATIENT  (SEVERITY  = DEGREE  OF  INSULIN 
RESISTANCE)? 

2.  HOW  BADLY  DERANGED  IS  PRESENT  ACID-BASE  STATUS  AND  GLUCOSE 
LEVEL? 

3,  IS  THE  PATIENT  ON  MEALS  (INTERMITTENT  CALORIES)  OR  ON  TUBE 
FEEDING,  HYPERALIMENTATION,  OR  IVs  (CONTINUOUS  CALORIES)? 

4,  WHAT  WAS  PREMORBID  INSULIN  REQUIREMENT? 
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tients  will  have  a degree  of  insulin  resistance 
which  may  increase  their  insulin  requirement  by 
a factor  of  up  to  several  times  the  initial  dose. 
Patients  who  are  severely  acidotic  or  severely 
hyperglycemic  will  generally  need  more  insulin 
than  when  these  parameters  are  closer  to  normal. 
A patient  receiving  intermittent  calories  during 
the  day  but  no  calories  at  night  (ie,  eating)  will 
have  a different  insulin  requirement  than  a pa- 
tient who  receives  continuous  calories.  Finally, 
the  insulin  requirement  for  acutely  ill  patients 
is  usually  proportional  to  their  premorbid  insulin 
dose  when  seen  in  relation  to  the  degree  of 
insulin  resistance  induced  by  the  illness. 

To  take  these  principles  and  use  them  in  the 
care  of  the  patient  under  discussion,  it  is  ap- 
propriate to  consider  his  premorbid  insulin  re- 
quirement and  caloric  intake.  (Table  3)  It  is 

TABLE  3 

INSULIN  REQUIREMENT 

70-year-old  white  male  on  25  u nph  daily  in  a.m. 

NOW  ADMITTED  with  mi  and  ketoacidosis 

1.  PATIENT  is  sick 

2.  VERY  DERANGED  ACID  BASE,  GLUCOSE  STATUS 

3.  IV  FLUIDS  (continuous  calories) 


l 

PREMORBID  1 

400  CAL 

1 500  CAL 

1 600  CAL  1 

0 CAL 

i 

i 

6 u 

1 8 u 

i 

1 8 u 1 

i i 

3 u 

ACUTE  ILLNESS  1 

i 

1 10  U/H  IV  INFUSION  1 
1 1 1 

KETOACIDOSIS  1 

i 

1 

1 

1 1 
1 1 

0600  h 1200  h 1800  h 2400  h 


convenient  to  look  at  his  caloric  intake  and 
insulin  distribution  in  six-hour  time  blocks,  as 
this  is  the  approximate  duration  of  subcu- 
taneously administered  insulin.  When  a patient 
is  admitted  to  the  hospital  in  ketoacidosis,  he  is 
of  course  very  ill  with  an  implied  degree  of  in- 
sulin resistance.  He  is  acidotic  and  his  blood 
sugar  is  extremely  high.  It  is  therefore  appropri- 
ate to  give  him  insulin  in  amounts  adequate  to 
bring  the  blood  sugar  down  rapidly  toward  the 
more  physiologic  range  of  200  to  300  mg/dl. 


Regardless  of  premorbid  insulin  requirement,  all 
such  severely  hyperosmolar  patients  should  be 
given  at  least  10  units  of  insulin  per  hour  intra- 
venously to  correct  the  hyperosmolar  state. 

As  this  patient  improved,  he  was  placed  on 
regular  feedings  with  three  meals  a day  and 
started  on  every  six  hour  blood  sugar  coverage 
with  regular  insulin  given  subcutaneously.  The 
sliding  scale  coverage  outlined  in  the  case  pres- 
entation is  typical  of  that  used  by  many  physi- 
cians. According  to  the  orders,  he  was  given 
no  insulin  for  a blood  sugar  below  150.  Higher 
blood  sugars  were  to  be  treated  with  proportion- 
ally greater  amounts  of  subcutaneously  injected 
regular  insulin.  I would  like  to  outline  why  this 
method  of  using  sliding  scale  administration  of 
insulin  is  inappropriate. 

As  shown  in  Table  4,  the  patient  was  now 
consuming  around  1000  calories  per  day.  He 
had  some  residual  stress  related  to  his  heart 
attack,  and  his  insulin  requirement  was  therefore 

TABLE  4 

HOSPITAL  MANAGEMENT  OF  DIABETES 

AS  THE  PATIENT  IMPROVES,  HE  IS  PLACED  ON  REGULAR  FEEDINGS, 

THREE  MEALS  PER  DAY,  AND  STARTED  ON  Q 6h  BLOOD  SUGAR  WITH 

INSULIN  COVERAGE  ORDERED, 


0-150  mg/dl 

NO  INSULIN 

150  - 200 

5 U REGUALR  INSULIN 

200  - 250 

10  U REGULAR  INSULIN 

250  - 300 

15  U REGUALR  INSULIN 

300  - 350 

20  U REGULAR  INSULIN 

>350 

CALL  HOUSE  OFFICER 

WHY  IS  THIS  INAPPROPRIATE? 


IN  RECOVERY  STAGE  ON  1000  CALORIES/DAY  WITH  RESIDUAL 
STRESS,  INSULIN  REQUIREMENT  OF  30  U PER  24  HOURS  IS 
DISTRIBUTED  AS  FOLLOWS: 


RECOVERY 

1 1 
1 1 

1 

1 

PHASE:  1 300  CAL 

1 300  CAL  1 

400  CAL  1 

0 CAL  1 

1 8 U 

1 

1 8 u ' 

1 1 

10  u ' 
1 

4 u ' 

0600  h 1200  h 1800  h 2400  h 0600  h 
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somewhat  increased  to  30  units  per  24  hours 
even  with  his  reduced  caloric  load.  We  can 
anticipate  that  his  insulin  requirement  would  be 
distributed  during  24  hours  as  is  shown  in  the 
figure,  with  a maximum  amount  of  insulin  being 
required  in  the  afternoon  and  evening,  and  a 
relatively  small  amount  of  insulin  being  required 
at  night.  The  fallacy  of  the  sliding  scale  pro- 
gram of  insulin  administration  is  shown  by  the 
fact  that  a blood  sugar  of  121  at  1800  hours 
would  not  be  treated  with  any  insulin,  allowing 
the  patient  to  become  catabolic  again.  Yet  sub- 
sequent increase  of  the  blood  sugar  to  310  at 
midnight  would,  according  to  the  protocol,  re- 
sult in  the  administration  of  20  units  of  regular 
insulin,  which  would  of  course  be  expected  to 
cause  hypoglycemia  around  4:00  in  the  morning. 
The  resulting  surge  in  counterregulatory  hor- 
mones, and  especially  epinephrine,  is  extremely 
dangerous  in  the  MI  patient. 

It  should  be  obvious  that  continuous  adminis- 
tration of  insulin,  even  if  only  in  low  doses,  is 
necessary  in  the  treatment  of  diabetics  to  pre- 
vent catabolism.  Unfortunately,  patients  will 
have  differing  insulin  requirements  that  preclude 
use  of  a single  sliding  scale.  Several  days  after 
his  heart  attack  our  patient  had  a total  daily  re- 
quirement of  around  30  units  of  insulin  per  24 
hours.  A sliding  scale  which  provided  20  units 
of  regular  insulin  for  a blood  sugar  of  300-350 
mg/dl  would  give  him  an  excessive  amount  of 
insulin  and  would  almost  invariably  make  him 
hypoglycemic.  In  a patient  with  a larger  24- 
hour  insulin  requirement,  the  insulin  dose  at 
the  lower  end  of  the  sliding  scale  would  be 
inadequate.  Only  by  correlating  the  insulin 
dose  on  the  sliding  scale  with  the  patient’s  an- 
ticipated 24-hour  insulin  requirement  can  ap- 
propriate doses  of  regular  insulin  be  arrived 
at.  It  should  be  obvious  that  the  six-hour  sliding 
scale  technique  is  inappropriate  for  any  patient 
who  is  eating  meals  rather  than  being  given 
continuous  infusion  of  calories. 

Based  on  these  principles,  I would  like  to  pro- 
pose that  all  insulin  treatment  programs  for 
diabetic  patients  provide  continuous  insulin 
throughout  the  24-hour  time  period,  regardless 
of  the  blood  sugar.  In  a diabetic  who  is  eating 
meals,  this  may  be  accomplished  by  administer- 


ing one-half  to  two-thirds  of  the  estimated  daily 
requirement  as  NPH  insulin.  Additional  cover- 
age with  regular  insulin  may  be  given  in  the 
morning  or  afternoon  based  on  the  degree  of 
glycemia.  For  example,  a blood  sugar  between 
200-300  might  require  an  extra  5 units  of  regular 
insulin  to  supplement  the  effect  of  the  NPH. 
(Table  5)  Because  of  the  great  risk  of  hypo- 
glycemic reactions  occurring  in  the  early  morn- 
ing hours,  regular  insulin  should  be  administered 
after  midnight  only  to  correct  extreme  hyper- 
glycemia. 

TABLE  5 

INSULIN  REQUIREMENT 


RECOVERY 

phase: 


i i 30  u i i 

0600  h 1200  h 1800  h 2000  h 0600  h 


BASAL  DOSE  OF  NPH  = 1/2  - 2/3  OF  DAILY  REQUIREMENT  (20  u) ; 
PREVENTS  ANY  PERIOD  WITHOUT  INSULIN  THERAPY.  ADDITIONAL 
REGULAR  INSULIN  AT  0700  H OR  1700  H BASED  ON  GLYCEMIA,  EG, 

bs  200  - 300  mg/dl  5 u regular  insulin 
300  - 000  10  u regular  insulin 


In  summary,  physicians  have  a tendency  to 
stereotype  insulin  therapy  in  acutely  ill  diabetics. 
Just  as  in  the  outpatient  setting,  it  is  appropriate 
to  anticipate  insulin  requirement  based  on  calorie 
distribution  and  the  other  clinical  factors  out- 
lined in  the  discussion.  Appropriate  insulin  ther- 
apy will  result  in  a more  rapid  return  of  diabetics 
to  their  premorbid  status,  and  may  decrease  risk 
of  cardiac  problems  as  was  outlined  by  Dr. 
Tomasko. 
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PHYSICAL  THERAPY  TODAY 
An  Effective  Approach  to  Care  of  the  Spine 


There  is  no  known  effective  “cookbook”  type 
treatment  for  low  back  or  cervical  pain.  There 
is  an  effective  approach,  however,  that  combines 
the  application  of  data  gained  in  patient  evalu- 
ation with  a suitable  treatment  plan  to  fit  the 
individual  case.  Traditionally,  treatment  has 
consisted  of  rest,  appropriate  medication  for 
pain  and  spasm,  and  combinations  of  modalities 
such  as  heat  and  ultrasound.  If  pain  subsided, 
the  patient  was  considered  cured.  Should  the 
patient’s  complaints  of  pain  be  considered  the 
criteria  of  success  or  failure  of  treatment?  If 
so,  we  are,  perhaps,  risking  short-term  relief  as 
observed  by  repeated  occurrences  of  the  same 
symptoms.  More  realistically,  a return  of  func- 
tion should  be  considered  far  more  important 
than  pain  relief.  It  has  been  observed  clinically 
that  pain  generally  subsides  when  function  is 
returned. 

Low  back  and  cervical  pain  originates  from 
either  disease  or  dysfunction.  Dysfunction  being 
a state  of  altered  mechanics  is  demonstrated 
either  by  an  increase  or  decrease  from  expected 
normal  motion.  The  spine  consists  of  25  mobile 
segments.  One  hypomobile  segment  may  go 
unnoticed.  Prolonged  lack  of  movement  may 
cause  the  lesion  to  further  develop  causing  tissue 
changes.  Deep  muscles  which  move  the  seg- 
ment may  degenerate.  The  spinal  hypomobility 
may  then  further  include  lesions  of  disc,  facet, 
and  ligaments,  as  they  all  interrelate  in  function. 

The  physical  therapist  must  conduct  a clarify- 
ing musculoskeletal  examination  to  determine 
the  nature  and  extent  of  the  dysfunction  so  that 
the  patient  referred  by  their  physician  for  speci- 
fic treatment  may  receive  the  best  therapeutic 

•Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 

Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee: 
Helen  Abrams,  R.P.T.,  M.Ed.;  Alex  B.  Bodenstab,  M.D.;  Ali  Ka- 
lamchi,  M.D.;  David  C.  Stephens,  Sr.,  M.D.;  Errol  Ger,  M.Df, 
Chairman. 


result.  Treatment  is  modified  day-to-day  as  the 
patient  responds  to  that  treatment.  The  evalua- 
tion includes:  1)  observation  of  the  patient,  es- 
pecially gait,  motor  activities,  stance  and  sitting; 
2)  history;  3)  structural  exam  to  determine  pos- 
ture faults,  curvatures,  head  and  shoulder  align- 
ment; 4 ) active  range  of  motion,  ( ROM ) , test- 
ing for  cervical,  thoracic  and  lumbar  separately; 
5)  tissue  palpation  for  skin  condition,  subcu- 
taneous tissue,  muscles,  ligaments,  joint  disease, 
bone  position;  6)  passive  mobility;  7)  muscle 
strength  test;  8)  flexibility  tests  to  determine  joint 
limitation  due  to  contractile  tissue  tightness; 
9)  hip  and  shoulder  testing  for  mobility,  flexi- 
bility and  strength  as  limitations  in  these  ex- 
tremity joints  may  prevent  improvement  in  spinal 
conditions;  10)  functional  assessment;  11)  and 
treatment  plan.  A copy  of  the  evaluation  is  sent 
to  referring  physician. 

An  effective  treatment  plan  based  on  physician 
diagnosis  and  physical  therapy  evaluation  may 
include:  1)  correction  of  faults  in  gait,  posture, 
body  mechanics,  sleep  postures,  joint  mobility, 
flexibility  and  strength;  2 ) specific  modalities  for 
soft  tissue  involvement  may  include  ice,  moist 
heat,  ultrasound,  high  galvanic,  TENS  or  mas- 
sage; 3)  skilled  passive  mobilization  and  traction. 
(It  should  be  noted  that  significant  joint  separa- 
tion will  occur  with  traction  forces  of  25  to  40 
pounds  supine  for  cervical  and  one-half  body 
weight  on  the  split  table  for  the  lumbar  spine); 
4)  patient  education  is  essential;  5)  corrective 
home  exercise  program  to  meet  individual  needs. 
(William’s  flexion  exercises  should  be  avoided 
if  a posterior  or  lateral  disc  bulge  is  present,  as 
they  will  further  aggravate  symptoms ) ; 6 ) walk- 
ing is  the  most  natural  and  best  exercise  for  the 
spine  and  far  surpasses  jogging  as  it  incorpor- 
ates an  elaborate  sequence  of  rotation,  side  bend, 
forward  bend,  and  back  bend  in  a trauma-free 
state. 


Del  Med  Jrl,  April  1983 — Vol  55,  No  4 


205 


! 


If  You're  an  M.D. 
with  a P.C., 
you  could  lose  up  to 
$15,000  per  year 
through  TEFRA. 

TEFRA  stands  for  the  Tax  Equity  and  Fiscal  Tycor  specializes  in  benefits  analysis  and 

Responsibility  Act  of  1982  that  recently  was  retirement  plan  administration  for  health  care 

adopted  as  law  by°Congress.  And,  if  your  practice  professionals,  but  we  work  only  through  the 

operates  as  a professional  corporation,  TEFRA  recommendation  of  your  accountant.  If  you  are  a 

will  effect  the  amount  of  income  you  can  defer  from  doctor  with  a professional  corporate  practice,  ask 

taxes.  For  example,  the  professional  corporation’s  your  accountant  about  the  Tycor  TEFRA  Analysis 
maximum  defined  contribution  to  a standard  pen-  Program.  If  your  accountant  doesn’t  know  about 

sion  plan  under  TEFRA  rules  has  been  reduced  Tycor,  have  him/her  call  our  President,  Harry  Tyler, 

from  $45,475  to  $30,000.  That’s  just  part  of  the  at  (302)  655-2900. 

new  law;  every  physician  with  a qualified  pension 
plan  is  going  to  question  the  value  of  his/her  PC 
and  the  loss  of  that  $15,475  tax  deferment. 

Tycor  has  answers  for  the  doctor  who  wants  to 
know  about  TEFRA’s  effects  and  about  methods 
of  recovering  that  lost  tax  deferment.  Working 
through  your  accountant,  we  employ  our  Tycor 
TEFRA  Analysis  Program  to  analyze  your  present 
situation,  determine  how  your  present  qualified 
retirement  plan  is  affected  by  TEFRA,  and  project 
the  benefits  configuration  which  will  give  you 
maximum  tax  deferment  under  TEFRA  rules. 

The  Tycor  TEFRA  Analysis  is  an  in-depth  actu- 
arial study  that  was  developed  specifically  for  . 

medical  practices  that  operate  as  professional  Care  Professionals  • Newtown  Square,  PA 

corporations.  Phone:  (302)  655-2900  or  (215)  353-3010 


ne 

tycor 

Benefits  Analysis  and  Administration  for  Health 


President's  Page 


NEW  THOUGHTS  ON  PROFESSIONAL  LIABILITY 


It  is  time  to  focus  legislative  attention  on  medi- 
cal malpractice  claims  as  a significant  contributor 
to  the  rising  cost  of  health  care. 

The  costs  associated  with  professional  liability 
are  reaching  the  crisis  stage.  Although  insurance 
is  available  to  protect  physicians  from  the  liabili- 
ties stemming  from  alleged  acts  of  negligence,  in 
the  final  analysis,  it  is  the  public  who  pays.  As 
Irving  Shapiro  said  in  a recent  speech  (January 
1983)  printed  in  the  Delaware  Medical  Journal: 

“There  is  too  much  reliance  today  on  courts 
and  juries  of  laymen  to  adjudicate  malpractice 
claims  . . . One  consequence  is  the  high  cost  of 
malpractice  insurance  for  physicians,  which  ul- 
timately is  reflected  in  their  fees.  Less  measur- 
able but  equally  unwelcome  is  the  cost  of  de- 
fensive medicine;  ie,  physicians  performing  more 
tests  than  they  or  most  others  think  are  needed, 
lest  someone  take  them  to  court  for  doing  too 
little,  and  a sympathetic  jury  agrees.” 

It  is  time  for  the  adversarial  positions  of  pa- 
tient versus  doctor  and  doctor  versus  patient  to 
be  moderated.  This  will  require  the  public  to 
realize  that  a doctor  cannot  guarantee  a cure  or 
ensure  a good  result  every  time  and  doctors  to 
realize  that  when  a patient  is  harmed  by  an  act 


of  negligence,  that  patient  must  be  compensated 
for  loss  of  earnings  and  cost  of  treatment.  It  is 
probably  time,  too,  for  a general  recognition  that 
compensation  for  “pain  and  suffering”  is  no 
longer  affordable. 

Past  efforts  to  manage  the  malpractice  cost 
crisis  have  failed  to  develop  alternatives  that 
would  withstand  the  legal  tests  of  legislation,  but 
legislative  relief  remains  the  only  answer. 

I believe  the  time  is  ripe  for  a united  effort  to 
resolve  this  problem,  an  effort  drawing  on  the 
expertise  of  the  legal  and  medical  professionals 
with  input  from  business  and  the  public  who 
pay  the  bills. 

An  approach  similar  to  that  of  the  workers’ 
compensation  laws  with  prearranged  indemni- 
fication for  various  types  of  injury  might  break 
the  logjam. 

Delaware  could  serve  as  a model  for  such  a 
solution. 

(J  Ignatius  J.  Tikellis,  M.D. 
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FETAL  BLEEDING  AND  BRADYCARDIA 
FOLLOWING  DIAGNOSTIC  AMNIOCENTESIS 


William  D.  Haberstroh,  D.O. 
Moses  Hochman,  M.D. 
William  G.  Slate,  M.B.,  Ch.B.,  M.S. 


Introduction 

Amniocentesis  performed  in  the  third  trimester 
for  pulmonary  maturity  studies  is  a relatively 
safe  procedure.  However,  serious  fetal  com- 
plications have  been  reported  and  reviewed  in 
the  literature  mainly  in  connection  with  Rhesus 
sensitization.  The  following  recent  case  docu- 
ments a serious  and  potentially  fatal  accident 
which  occurred  after  amniocentesis  done  to  de- 
termine fetal  lung  maturity,  even  though  the 
amniocentesis  was  performed  under  ultrasonic 
guidance.  Prompt  recognition  of  fetal  distress 
with  immediate  delivery  avoided  a tragic  out- 
come. 

Case  Report 

A 22-year-old  black  female,  gravida  2,  para 
10  0 1,  was  being  followed  in  the  Obstetrical 
High  Risk  Clinic  because  of  a previous  cesarean 

Dr.  Haberstroh,  an  Obstetric  and  Gynecologic  Practitioner  and 
Captain  in  the  Air  Force,  practices  at  the  U.S.A.F.  Regional  Hos- 
pital at  March  Air  Force  Base,  Riverside,  California.  He  is  a 
former  resident  in  Obstetrics  and  Gynecology  at  The  Wlmington 
Medical  Center. 

Dr.  Hochman  is  an  Associate  Attending  Physician  in  Obstetrics 
and  Gynecology  at  The  Wilmington  Medical  Center. 

Dr.  Slate  is  Director  of  the  Department  of  Obstetrics  and  Gyne- 
cology at  The  Wilmington  Medical  Center. 


section  done  because  of  ruptured  membranes 
for  12  hours,  a single  footling  breech  with  hyper- 
extension of  the  head  at  -3  station,  and  an  un- 
ripe cervix.  The  baby  weighed  6 lb  5 oz  and 
had  Apgar  scores  of  8/9. 

The  patient’s  prenatal  course  was  unremark- 
able except  for  uncertainty  regarding  the  date 
of  the  last  menstrual  period.  An  ultrasound 
examination  for  measurement  of  the  biparietal 
diameter  was  obtained  for  dating  purposes  when 
the  fundal  height  was  estimated  to  be  that  of 
a 26-week  gestation.  The  biparietal  diameter 
correlated  with  a gestational  age  of  25.2  weeks 
by  the  Yale  nomogram.1  At  38+  weeks  accord- 
ing to  the  ultrasound  dating,  an  ultrasonically 
guided  amniocentesis  was  performed  to  obtain 
fluid  for  pulmonary  maturity  studies  in  anticipa- 
tion of  a planned  repeat  cesarean  section.  Prior  to 
amniocentesis,  the  fetal  heart  rate  was  140  as 
determined  by  real  time  scanning.  A bloody  tap 
was  obtained  on  the  first  attempt  and  the  needle 
withdrawn.  A second  puncture  was  also  unsatis- 
factory because  bloody  amniotic  fluid  was  ob- 
tained which  did  not  clear.  According  to  rou- 
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tine  in  our  clinic,  ultrasound  real-time  examina- 
tion was  done  following  the  amniocentesis.  This 
showed  a marked  fetal  bradycardia  of  60  beats 
per  minute.  The  patient  was  transferred  im- 
mediately to  the  Labor  and  Delivery  Suite  where 
the  fetal  heart  rate  was  rechecked  by  Doppler 
ultrasound  and  the  rate  confirmed  to  be  60  beats 
per  minute. 

An  emergency  cesarean  section  under  general 
anesthesia  using  thiopental  sodium  ( Pentothal, 
Abbott),  succinylcholine  chloride  (Anectine, 
Burroughs  Wellcome),  and  intubation  was  per- 
formed for  fetal  distress.  At  delivery,  bloody 
amniotic  fluid  was  found  and  the  infant  was 
severely  depressed  with  Apgar  scores  of  2 and  4 
at  one  and  five  minutes,  respectively.  Examina- 
tion of  the  cord  showed  an  obvious  puncture 
site  which  was  bleeding  and  a hematoma  sur- 
rounding this  area  of  the  cord. 

The  baby  was  treated  in  the  Newborn  Inten- 
sive Care  Unit.  Because  of  gasping  respirations 
soon  after  birth,  intubation  was  done  and  oxygen 
administered.  This  was  continued  for  nearly 
five  hours  after  birth.  Subsequently,  the  baby, 
which  weighed  6 lb  3/2  oz,  did  well  and  was 
discharged  with  the  mother  on  the  fifth  post- 
delivery day.  ( Figure  1 ) 

Discussion 

Amniocentesis  is  generally  accepted  as  a rela- 
tively benign  procedure.  In  some  series  over 
1,000  taps  have  been  performed  with  no  fetal 
complications.  There  are,  however,  other  series 
where  the  incidence  of  bloody  taps  was  as  high 
as  52%.-  There  are  reports  of  rare  fetal  com- 
plications caused  by  amniocentesis  including  car- 
diac puncture,  laceration  of  the  fetal  spleen,  in- 
advertent fetal  myelogram  and  fetal  pneumo- 
thorax.3r’  Misenhimer  and  Crystle  also  reported 
cases  of  fetal-maternal  hemorrhage  following 
amniocentesis  which  resulted  in  fetal  death  due 
to  severe  anemia.'17 

Ryan  reported  fetal  bleeding  in  three  cases 
following  amniocentesis,  one  of  which  resulted 
in  an  intrauterine  death  and  one  requiring  trans- 
fusion following  delivery.3  He  also  reported  on 
two  bloody  taps  in  which  fetal  blood  was  docu- 
mented. In  both,  fetal  heart  tones  were  lost  and 
the  infants  were  stillborn.  There  was  a 1.7% 


incidence  of  bloody  taps  in  his  study.  James 
and  Nickerson  reported  a case  somewhat  similar 
to  the  one  presented  here;  however,  their  pa- 
tient also  developed  a placental  abruption 
( 60%  ) with  abdominal  pain  and  a board-like 
uterus."  The  fetal  heart  rate  dropped  from  140 
to  60  beats  per  minute.  Prompt  cesarean  section 
resulted  in  the  birth  of  a five  pound,  six  ounce 
liveborn  female  with  Apgar  scores  of  1/7.  They 
found  a puncture  wound  on  the  fetal  surface  of 
the  placenta  near  the  insertion  of  the  umbilical 
cord  which  transected  one  of  the  umbilical  ar- 
teries. 

Young  at  Bellevue  Hospital  analyzed  520  third 
trimester  amniocenteses  from  which  L/S  ratios 
were  obtained.10  In  this  series  there  were  two 
punctures  of  the  umbilical  cord  during  amnio- 
centesis. An  emergency  cesarean  section  was 
done  in  each  case  following  confirmation  of  fetal 
distress  by  post-tap  monitoring.  One  infant  was 


A.S  * 


FIGURE  1 

Cord  with  hemorrhage. 
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TEXTBOOK  OF  PEDIATRIC  RHEUMATOLOGY,  by 
James  T.  Cassidy,  M.D.,  John  Wiley  & Sons,,  Inc., 
Somerset,  New  Jersey,  1982.  684  pp.  Price 
$47.50. 

In  this  nearly  700  page  text,  the  author  and 
several  of  his  colleagues  at  the  University  of 
Michigan  attempt  to  bring  together  in  one  vol- 
ume a comprehensive  and  rapidly  growing  body 
of  information  relevant  to  the  student  of  pedi- 
atric rheumatic  diseases.  Our  understanding  of 
the  basic  mechanisms  underlying  rheumatic  dis- 
ease in  the  pediatric  age  group  as  well  as  our 
understanding  of  the  natural  history  of  these 
diseases  and  their  appropriate  management  have 
grown  very  rapidly  in  the  last  decade.  Dr.  Cas- 
sidy initially  describes  the  classification  of  rheu- 
matic diseases  in  children  and  addresses  himself 
to  those  factors  which  can  modify  the  appearance 
of  rheumatic  disease  in  children.  The  epidemi- 
ology and  genetics  of  childhood  rheumatic  dis- 
ease are  discussed  and  there  is  an  overview  of 
the  basic  concepts  involved  in  the  pathogenesis 
of  autoimmune  disease.  The  authors  do  state, 
however,  that  because  a great  deal  of  basic 
material  central  to  the  understanding  of  rheu- 
matic disease  has  already  been  published  in  adult 
rheumatology  texts,  this  area  was  covered  only 
superficially.  The  majority  of  the  text  is  de- 
voted to  the  clinical  syndromes  occurring  in 
childhood.  These  chapters  cover  immuno-de- 
ficiency  associated  with  arthritis,  the  hetero- 
geneous syndromes  that  make  up  juvenile  rheu- 
matoid arthritis,  spondyloarthropathies  present- 
ing in  childhood,  the  connective  tissue  diseases 
including  systemic  lupus  and  scleroderma,  and 
finally  systemic  vasculitis  syndromes  occurring 
in  childhood.  Infectious  arthritis  and  postinfec- 
tious  arthritis  as  well  as  reactive  arthropathies 
are  also  discussed.  There  is  an  excellent  dis- 
cussion on  the  use  of  antirheumatic  drugs  in 
childhood.  The  conclusion  of  the  text  deals 


with  the  differential  diagnosis  of  childhood  arth- 
ritis including  a look  at  nonrheumatic  condi- 
tions that  present  with  rheumatic  symptoms.  The 
book  concludes  with  chapters  describing  the  pedi- 
atric rheumatology  clinic  and  a review  of  labo- 
ratory diagnostic  studies  used  in  evaluating  and 
treating  rheumatic  disease.  The  text  is  well 
illustrated  with  excellent  photographs  of  clinical 
features  and  good  reproductions  of  radiographs 
and  useful  tables.  The  references  are  quite  up- 
to-date  being  as  recent  as  1980.  I would  recom- 
mend this  as  a useful  textbook  for  pediatricians 
and  family  practitioners  who  have  an  interest 
in  rheumatic  disease  and  seem  to  see  a lot  of 
these  complaints  in  practice.  Orthopaedic  sur- 
geons should  also  find  this  book  useful. 

James  H.  Newman,  M.D. 

i*;  >>;  y; 

INTRODUCTION  TO  CLINICAL  RADIOLOGY,  by 
Wallace  T.  Miller,  M.D.,  Macmillan  Publishing 
Co.,  Riverside,  New  Jersey,  1982.  291  pp.  Price 
$24.50. 

To  cover  all  facets  of  radiology  in  less  than 
400  pages  would  be  impossible.  The  purpose 
of  this  book  is  seemingly  to  introduce  the  un- 
initiated to  the  different  imaging  modalities,  and 
to  the  basics  of  film  interpretation.  The  prob- 
lem is  that  although  much  of  the  presentation 
is  very  basic  and  simple  there  are  cases  and 
chapters  which  assume  a higher  level  of  sophis- 
tication on  the  part  of  the  reader.  Many  of  the 
illustrated  radiographs  are  poorly  reproduced, 
but  then  this  is  a common  problem  with  radi- 
ology texts. 

The  first  chapters  are  devoted  to  the  history 
and  a synopsis  of  each  modality  now  available. 
There  is  then  a brief  outline  of  the  various  radio- 


Del  Med  Jrl,  April  1983 — Vol  55,  No  4 


223 


Book  Reviews 


graphic  positions  and  a recommendation  for  one 
to  develop  a systemic  approach  to  film  interpre- 
tation. 

Those  chapters  which  deal  with  the  lungs, 
chest  wall,  pleura  and  GU  system  are  excellent. 
There  are  good  lists  of  differentials  and  basic 
explanations  for  the  final  film  diagnosis.  The 
GU  chapter  outlines  the  order  in  which  studies 
should  be  done.  There  are  many  classic  cases 
offered.  Many  of  the  chest  cases  are  not  easy  or 
straightforward  but  most  are  challenging. 

The  contrast  GI  chapter  is  rather  scanty.  The 
outline  is  incomplete  and  if  one  is  not  familiar 
with  these  studies  and  their  interpretation  little 
would  be  gained  from  reading  this  section.  There 
is  no  discussion  of  the  types  of  studies,  their  in- 
dications or  the  recommended  order  of  a GI 
work-up.  There  is,  however,  an  excellent  dis- 
cussion of  the  biliary  tract  work-up  included. 

There  are  lengthy  discussions  of  bone  tumors 
and  classic  cases  of  gouty  and  rheumatoid  arth- 
ritis included  in  the  bone  chapter.  There  is  no 


discussion  of  osteoarthritis  or  of  the  basics  of 
skeletal  radiographic  examination.  The  cardiac 
and  abdomen  chapters  are  adequate  with  a re- 
view of  the  basics  and  a few  classic  examples. 

Neuroradiology,  interventional  radiology  and 
nuclear  medicine  are  all  presented  in  an  anec- 
dotal fashion.  The  book  concludes  with  an  ap- 
pendix of  basic  differential  diagnoses. 

The  price  is  $24.50  and  the  text  would  surely 
benefit  a medical  student  or  intern.  However, 
the  book,  although  in  parts  challenging,  is  over- 
all too  basic  in  my  opinion  to  serve  as  an  ade- 
quate learning  device  for  those  of  a higher  level 
of  sophistication. 

Lori  Siegel  DePersia,  M.D. 

Dr.  DePersia  is  a second-year  resident  in  the  Department  of 
Radiology  at  The  Wilmington  Medical  Center. 
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versify  Archeological  Program,  Evanston,  Illinois, 
1981.  182  pp.  Price  $14.50. 

This  book  consists  of  papers  presented  at  a 
Symposium  given  in  1978  at  the  annual  meeting 
of  The  American  Association  of  Physical  An- 
thropologists in  association  with  the  Paleopath- 
ology Association.  As  might  be  expected,  the 
papers  are  of  excellent  quality  and  encompass 
a variety  of  disciplines. 

The  introduction  by  the  editor  is  extremely 
valuable  to  those  of  us  who  are  armchair  anthro- 
pologists and  paleopathologists.  In  this  short 
chapter  she  recaps  the  critical  points  to  be  cov- 
ered in  the  subsequent  papers.  The  contribu- 
tors are  from  varied  disciplines:  infectious  dis- 
ease, pathology,  immunology,  anthropology,  ra- 
diology, anatomy,  and  archeology.  The  first 
chapters  are  written  by  medical  scientists  who 
discuss  tuberculosis  and  fungal  disease  and  the 
epidemiology  of  tuberculosis. 

The  problem  presented  by  reaching  into  an- 
tiquity to  unearth  a disease  such  as  tuberculosis 
is  that  the  principal  material  recovered  is  that 
of  the  bony  skeleton.  Since  most  of  the  evi- 
dence points  to  a low  incidence  of  tuberculosis 
in  the  pre-Columbian  population  and  since  skele- 
tal tuberculosis  only  accounts  for  a small  per- 
centage of  tuberculosis,  one  can  appreciate  the 
difficulty  in  accumulating  a large  amount  of 
authentic  material.  There  were  at  least  two 
instances  in  which  acid-fast  bacilli  were  stained 
in  pre-Columbian  Andean  mummies.  Whether 
or  not  they  were  M.  Tuberculosis  obviously  can 
never  be  known.  The  rest  of  the  evidence  is 
based  on  what  seems  to  be  the  typical  vertebral 
changes  of  bone  tuberculosis.  The  problem  is 
that  coccidioidomycosis  and  blastomycosis  can 
cause  almost  identical  changes  and  that  at  least 
in  America  these  diseases  occurred  in  the  areas 
from  which  the  skeletal  remains  were  recovered. 

From  an  epidemiological  standpoint,  interest- 
ing, and  of  course,  unsolvable,  questions  remain. 
The  density  of  the  population  seems  for  the  most 
part  to  be  insufficient  to  propagate  a disease 
spread  by  droplets.  In  addition,  there  was  no 
known  animal  reservoir  to  resupply  the  organism 
to  susceptible  populations.  Finally,  I find  it 
most  intriguing  to  speculate  on  how  the  disease 


was  introduced  to  the  Americas  since  there  is  no 
evidence  of  its  presence  beyond  a millennium 
before  1492. 

I would  strongly  recommend  this  book  for 
anyone  interested  in  prehistoric  diseases.  I en- 
joyed it  thoroughly. 

Leonard  P.  Lang,  M.D. 
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MEDICINE:  MEDICAL  EXAMINATION  REVIEW  - 
Volume  2,  edited  by  Michael  A.  Baker,  M.D., 
Medical  Examination  Publishing  Company,  Inc., 
Garden  City,  New  Jersey,  1980.  388  pp.  Price 
$8.50. 

This  volume  is  one  in  a series  of  review  vol- 
umes published  by  this  company.  One  thousand 
and  seventy-five  questions  are  included  on  all 
major  topics  of  internal  medicine.  The  format 
of  questions  includes  multiple  choice,  matching, 
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and  “K”  type  questions.  Short  explanations  of 
answers  are  presented  following  each  section. 
Although  each  question  is  referenced,  the  sources 
are  limited  to  one  or  two  textbooks  per  chapter. 
Cecil  Textbook  of  Medicine  and  Harrison’s  Prin- 
ciples of  Internal  Medicine  are  heavily  refer- 
enced. Some  of  the  other  texts  are  old,  going 
back  as  far  as  1974.  The  questions  themselves 
are  very  short.  No  index  or  answer  sheet  is  pro- 
vided. A small  number  of  radiographs  but  no 
photographs  or  photomicrographs  are  included. 

In  summary,  the  best  use  of  this  volume  ap- 
pears to  be  for  a quick  review  of  some  facts  re- 
lated to  internal  medicine.  It  does  not  serve 
as  a current  review  of  a depth  necessary  for  the 


practitioner.  Medical  students  studying  for  part 
II  of  the  boards  might  find  it  useful  but  must  be 
cautious  of  those  questions  from  noncurrent  ref- 
erences. 

Dennis  M.  Sheehe 


Mr.  Sheehe  is  a fourth-year  medical  student  at  Jefferson  Medi- 
cal College. 
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EMERGENCY  ROOM,  by  Randall  S.  Sword,  M.D., 

Charles  Scribners  Sons,  New  York,  1982.  216  pp. 
Price  $12.95. 


Although  today’s  bookshelves  are  replete  with 
“medical  stories”  intended  for  general  public 
Continued  on  page  253 
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ADOLESCENT  SEXUALITY: 

ONE  CLINICIAN'S  REFLECTIONS 


Donald  E.  Greydanus,  M.D. 


What  children  need,  what  parents  can  do 
and  what  society  will  tolerate  are  three 
questions  of  enormous  importance  that 
must  be  harmoniously  resolved  into  a uni- 
fied approach  in  the  next  20  years  . . . 
by  us,  I mean  all  professionals  who  deal  in 
any  way  with  parents,  preparents  and 
children.1 

Introduction 

This  recent  statement  by  Dr.  Mary  S.  Calder- 
one  emphasizes  a concern  that  society  often  has 
as  children  struggle  to  achieve  sexual  maturity. 
Health  care  professionals  who  deal  with  children 
and  youth  must  include  an  analysis  of  child  de- 
velopment in  their  overall  evaluation  of  the 
growing  child.  Basic  to  this  conclusion  is  the 
premise  that  psychosexual  aspects  of  health  are 
important  elements  of  the  child’s  overall  growth 
and  development.  Such  an  analysis  must  then 
include  a look  at  the  child’s  emerging  sexuality. 
However,  when  the  clinician  attempts  to  consider 
the  subject  of  child  and  adolescent  sexuality, 
many  problems  emerge.  This  article  will  discuss 
some  of  these  problems  and  offer  a few  sugges- 
tions. The  discussion  is  not  intended  to  offer 
all  solutions,  but  to  stimulate  further  thinking 
by  the  clinician  regarding  how  s/he  can  deal 
with  such  issues  in  his  or  her  own  practice. 

Dr.  Greydanus  is  Assistant  Professor  of  Pediatrics  and  Director 
of  Adolescent  Medical  Clinic  at  the  University  of  Rochester, 
Rochester,  New  York. 

This  paper  is  an  adaptation  of  the  author’s  presentation  at  the 
Dr.  Robert  O.  Y.  Warren  Memorial  Seminar,  Wilmington,  Del- 
aware. 


Historical  Perspective 

It  has  taken  the  medical  profession  many 
centuries  to  agree  that  human  sexuality  is  an 
important  aspect  of  human  life  and  thus  needs 
to  be  studied.-  Many  experts  of  antiquity,  such 
as  Hippocrates  and  Galen,  wrote  that  masturba- 
tion and  excessive  coital  activity  were  medically 
contra-indicated.  It  was  never  clear  what  “ex- 
cessive” coital  activity  actually  meant,  but  such 
important  aspects  of  human  sexuality  (ie,  mas- 
turbation and  frequent  coitus)  were  thought  to 
contribute  to  the  very  high  infant  mortality  rate. 

Famous  17th  and  18th  century  physicians  such 
as  Boerhaave,  Tissot,  and  Rush  championed  the 
medical  tenet  that  masturbation  caused  much 
of  human  medical  and  mental  illnesses.  The 
general  concept  that  sex  per  se  was  sinful  or 
evil  contributed  to  such  medical  dogma,  since 
it  was  often  asserted  that  sin  and  illness  were 
closely  related. 

The  medical  profession  of  the  19th  century 
took  direct  aim  on  masturbation,  vigorously 
seeking  to  prevent  this  common  aspect  of  human 
sexuality.  Various  therapeutic  modalities  were 
developed,  including  prayer,  exercise,  and  die- 
tary manipulations.  Because  of  the  intense  be- 
lief that  masturbation  produced  significant  psy- 
chomedical morbidity  and  mortality,  other  plans 
were  developed  by  these  experts,  including 
opium,  a penile  ring  with  inner  spikes  which  was 
placed  around  the  flaccid  penis  at  night  to  limit 
nocturnal  penile  tumescence,  circumcision,  cas- 
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tration,  clitoridectomy,  genital  electrodessication 
and  other  medical-surgical  approaches.  From 
1890  to  1925,  there  was  a surgical  society  in  the 
United  States  which  advocated  genital  surgery 
as  effective  treatment  for  the  masturbator. 

Though  such  practices  are  now  not  accepted 
by  the  general  medical  profession,  there  remains 
a strong  undercurrent  that  sexuality  is  evil  and 
in  some  ways  harmful  or  certainly  not  beneficial 
to  human  health.  Indeed,  one  of  the  contribu- 
tions of  the  20th  century  literature  in  this  regard 
has  been  the  emerging  concept  that  sexuality  is 
an  undeniably  important  part  of  human  develop- 
ment and  thus  is  worthy  of  investigation.3  Such 
a view  can  be  traced  to  many  individuals,  in- 
cluding Freud,  Kinsey,  Harlow,  Spitz,  Masters 
and  Johnson  and  others.3  More  recent  focus 
in  this  area  has  included  a look  at  adolescent 
sexuality.4  This  is  especially  important  in  view 
of  the  currently  reported  high  rates  of  adolescent 
coital  activity,  with  its  resultant  effects:  millions 
of  teenagers  with  venereal  diseases  and  more 
than  a million  teenage  pregnancies  in  the  United 
States  each  year.5'6 

There  is  a growing  number  of  health  care 
professionals  who  are  urging  the  medical  pro- 
fession to  become  more  involved  in  this  arena, 
in  view  of  the  importance  adolescent  sexuality 
has  for  the  individual,  and  in  view  of  the  per- 
sonal as  well  as  societal  consequences  emerging 
from  current  teenage  sexual  practices.  However, 
there  remains  a reluctance  on  the  part  of  many 
clinicians  to  enter  this  field.  There  are,  of  course, 
many  reasons  for  such  an  attitude.  First  of  all, 
any  problems  associated  with  youth  are  often 
not  viewed  with  equanimity  but  with  ambiva- 
lence as  negative  aspects  are  often  magnified. 
Many  individuals  do  not  like  the  stage  of  ado- 
lescence and  do  not  like  adolescents.  Note  the 
lament  of  Shakespeare  in  A Winter’s  Tale: 

I would  that  there  were  no  age  between 
ten  and  three  and  twenty  or  that  youth 
would  sleep  out  the  rest;  for  there  is  noth- 
ing in  the  between  but  getting  wenches 
with  child,  wronging  the  ancestry,  steal- 
ing and  fighting. 

Or,  note  the  view  of  a modern  scholar  in  Teen- 
age Medicine:  “To  some  physicians,  caring  for 
adolescents  is  akin  to  eating  anchovies — the  taste 


must  be  acquired.”7  Dealing  with  youth  can  in- 
deed be  difficult;  however,  when  confronted  with 
the  sexuality  concepts  of  this  emerging  individ- 
ual, even  more  worry  can  develop.  Aristotle’s 
view  is  still  shared  by  many: 

The  young  are  in  character  prone  to  desire 
and  ready  to  carry  any  desire  they  may 
have  into  action. 

Of  body  desires  it  is  . the  sexual  to  which 
they  are  most  disposed  to  give  way  and  in 
regard  to  sexual  desire  they  exercise  no 
restraint.8 

Besides  fear  of  adolescents,  there  are  other 
reasons  to  avoid  this  age  group  and  its  many 
problems.  Many  physicians  are  simply  too  busy 
dealing  with  purely  “medical”  issues  to  become 
involved  in  “behavioral”  or  “nonorganic”  issues. 
The  “organic”  problems  of  pregnancy  or  sexually 
transmitted  diseases  are  often  viewed  from  a 
narrow  perspective,  and  the  prevention  of  such 
phenomena  are  often  seen  as  hopeless.  Some 
specialists  are  mainly  involved  in  geriatric  medi- 
cine and  simply  have  not  given  much  thought 
to  the  problems  of  today’s  youth.  Other  spe- 
cialists focus  on  the  child  and  adult,  and  do  not 
have  the  time  to  focus  directly  on  teenagers. 
Child  care  specialists  often  lack  the  time,  train- 
ing, and  interest  for  youth;  they  specifically 
choose  to  be  “child”  specialists,  not  “child  and 
teenage”  specialists.  Though  the  American  Acad- 
emy of  Pediatrics  notes  that  modem  pediatri- 
cians can  be  capable  of  dealing  with  patients 
up  to  age  21,  this  concept  has  not  been  accepted 
by  many  of  its  members,  especially  when  teenage 
sexuality  is  considered. 

Thus  it  is  all  too  easy  to  avoid  dealing  with 
issues  of  adolescent  pregnancy  and  venereal 
disease.  Society  in  general  contributes  to  this 
avoidance  phenomenon,  since  neither  parents  nor 
their  children  expect  or  encourage  their  physi- 
cians to  be  knowledgeable  in  the  area  of  ado- 
lescent sexuality.  Parents  often  do  not  actually 
observe  the  emerging  sexuality  in  their  growing 
children  and  rarely  consult  with  their  children’s 
physicians  in  this  regard.  Why  don’t  physicians 
inquire  anyway?  They  are  often  afraid  that  if 
they  raise  inquiry  into  the  child’s  sexuality,  par- 
ents will  be  offended  and  look  elsewhere  for 
health  care  advice. 
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Parental  pressure  to  avoid  such  issues  can  be 
quite  intense,  both  on  children  and  physicians. 
Such  pressure  is  seen  in  other  areas,  for  example, 
in  the  tendency  of  some  clinicians  to  provide 
medications  for  conditions  not  really  requiring 
these  drugs,  such  as  antibiotics  for  viral  infec- 
tions. All  clinicians  know  the  pressure  their 
patients  can  exert  on  them.  As  a result,  the  sexu- 
ality needs  of  children  and  youth  are  ignored 
and,  worse  yet,  the  individual  is  taught  to  ignore 
his  or  her  own  sexuality  until  adolescence  when 
puberty  demands  that  some  attention  be  given 
to  this  important  area.  Unfortunately,  parents 
and  physicians  may  not  be  in  a good  position 
to  help.  Yet  an  analysis  of  the  statistical  conse- 
quences noted  in  today’s  teenage  coital  activity 
reveals  that  our  help,  not  avoidance,  is  indeed 
imperative. 

Human  Sexuality:  Its  Relevance 

As  noted,  it  is  important  that  youth  as  well 
as  their  parents  and  physicians  understand  that 
human  sexuality  is  an  undeniably  important  as- 
pect of  human  development.  It  is  also,  as  em- 
phasized by  Dr.  Mary  S.  Calderone,  formerly 
president  of  the  Sex  Information  and  Educational 
Council  of  the  United  States,  a process  repre- 
senting a continuum  from  infancy  to  childhood, 
as  well  as  to  adolescence  and  adulthood.1  One 
should  also  note  that  the  way  a child  acknowl- 
edges his  or  her  sexuality  significantly  influences 
his  or  her  adolescence.9  In  addition,  the  way  in 
which  youths  come  to  terms  with  their  own  sexu- 
ality has  a major  impact  on  their  adulthood. 

Critical  to  this  issue  is  the  attitude  displayed 
bv  parent(s)  toward  their  children’s  inevitable, 
emerging  sexuality.  Parents’  attitudes  are  in- 
fluenced by  many  factors  including  their  own 
childhood,  religion,  marital  stability,  sexual  con- 
tentment, and  others.  Modern  literature  in  this 
field  has  made  it  clear  that  negativism  on  the 
part  of  parents  toward  their  children’s  sexuality 
creates  many  negative  issues  for  the  child  when 
he  or  she  enters  adolescence  and  adulthood.3  In- 
deed as  noted  in  Proverbs  22:6:  “Train  a child 
in  the  way  he  should  go  and  when  he  is  old  he 
will  not  depart  from  it.”  This  profound  concept 
reflects  all  aspects  of  human  life. 

If  parents  are  educated  to  the  importance  of 
sexuality  in  their  children,  many  will  respond 


in  a positive  manner.  They  will  so  respond  be- 
cause they  are  parents  interested  in  the  well- 
being of  their  children.  The  parents’  attitude 
toward  their  children  has  been  beautifully  de- 
picted in  this  quote  from  Tagore:  “I  do  not  love 
him  because  he  is  good,  but  because  he  is  my 
child.”  (The  Crescent  Moon) 

Factors  Influencing  Our  Children 

Stages  of  Adolescence 

It  is  vital  for  parents  to  respond  actively  and 
positively  to  such  needs  because  there  are  influ- 
ences already  at  work  on  their  children.  The 
child  begins  to  change  as  s/he  enters  adoles- 
cence. Puberty  precipitates  certain  basic  changes 
in  the  individual  willing  or  unwilling.  As  child- 
hood proceeds,  the  child  goes  through  various 
well-defined  Freudian  and  Eriksonian  stages  in 
which  different  sexuality-related  issues  emerge: 
a vocabulary  for  sex  language,  curiosity  about 
genital  and  gender  differences,  genital  explora- 
tion, and  curiosity  about  many  related  issues 
such  as  nudity,  group  play,  coital  activity,  preg- 
nancy, sexually  transmitted  diseases,  and  many 
others. 

During  adolescence,  three  well-defined  psy- 
chosexual  stages  are  noted:  early,  mid,  and  late 
adolescence.7  Earlv  adolescence  usually  occurs 
between  10-14  years  of  age,  when  the  individual 
is  experiencing  the  principal  aspects  of  puberty. 
This  youth  is  often  focused  on  bodily  function 
or  changes,  is  just  beginning  the  process  of  eman- 
cipation (separation  from  parents),  and  learn- 
ing to  interact  with  peers  of  the  same  gender. 
These  youth  also  have  “concrete”  operational 
abilities  with  which  they  can  deal  with  simple 
present  issues,  but  are  usually  not  capable  of 
applying  abstract  or  future-oriented  skills.  A 
medical  history  session,  for  example,  is  often 
characterized  by  many  questions  from  the  clini- 
cian and  an  equal  number  of  often  monosyllabic 
answers  bv  the  “concrete”  young  adolescent.  It 
is  often  advantageous  and  time  saving  to  have 
this  individual  fill  out  a medical  questionnaire 
and  then  discuss  positive  answers  in  more  detail. 
This  can  be  of  considerable  educational  benefit 
to  young  adolescents,  who  are  often  very  inter- 
ested in  the  functioning  of  their  bodies. 

Middle  adolescence  is  noted  between  ages 
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14-18,  though  it  can  occur  at  earlier  or  later 
chronological  times.  It  is  a period  when  most 
biological  changes  are  finished  or  being  finalized, 
and  the  youth  becomes  more  focused  on  issues 
of  adolescence  such  as  further  autonomy  from 
parents,  more  dependence  upon  peer  group  influ- 
ences and  exploration  of  various  sexuality  issues. 
It  is  a time  parents  often  feel  that  they  have  lost 
control  of  their  youth  and  that  peer  group 
standards  are  simply  too  predominant.  It  is  a 
time  most  adults  associate  with  increasing  chal- 
lenge to  adult  moral  codes  and  authority,  as  well 
as  experimentation  with  drugs  and  sexuality  is- 
sues. Sexually  transmitted  diseases  and  adoles- 
cent pregnancy  are  major  health  issues  for  these 
individuals.  Transient  depression  and  mood 
swings  and  lowered  school  performance  are  also 
present  in  many  individuals  at  this  time. 

The  middle  adolescents  are  also  into  a further 
maturational  stage  in  their  thinking  process — 
the  Piagetian  “formal”  operational  level.  This 
identifies  that  they  can  think  and  analyze  more 
like  adults,  can  now  reflect  about  the  future,  use 
various  types  of  logic,  and  even  reflect  on  the 
process  of  thinking  itself.  The  main  limiting  fac- 
tor now  is  lack  of  experience  itself.  At  this  time 
many  begin  to  fantasize  about  various  aspects  of 
their  lives — some  spending  a considerable  part 
of  their  lives  in  such  activity.  This  improved 
cognitive  ability  combined  with  limited  experi- 
ence and  a strong  desire  to  test  various  values  to 
discover  those  which  can  be  accepted  combine 
to  create  a potentially  difficult  adolescent  phase. 
It  is  no  wonder  that  most  individuals  do  not  like 
this  stage  of  adolescence  and  do  not  like  to  even 
reflect  upon  their  own. 

Certainly  not  all  teenagers  have  great  perplex- 
ity during  this  time.  Though  a few  seem  to  have 
no  overt  problems,  most  experience  some  wor- 
ries and  others  considerable  turmoil.  It  is  also 
a time  during  which  many  youths  do  not  receive 
health  care  or,  if  they  do,  only  limited  care. 

Late  adolescence  occurs  between  18-21  years 
of  age,  but  can  occur  much  earlier  or  later  de- 
pending on  many  factors  such  as  pubertal  ma- 
turation, childhood  experiences,  general  health, 
chronic  illness,  over-protective  or  rejecting  par- 
ents, cultural  influences,  socioeconomic  status, 
mental  ability,  vocational  training,  and  others. 


It  signifies  that  the  individual  has  successfully 
negotiated  some  of  the  important  aspects  of  mid- 
dle adolescence.  It  is  a time  to  plan  for  adult 
vocational  and  sexual  roles,  as  well  as  to  con- 
tinue the  emancipation  process.  Thinking  ability 
becomes  tempered  by  more  life  experiences.  Of 
course,  there  is  much  variability.  For  example, 
some  individuals  who  are  17-20  years  of  age  are 
just  entering  formal  operational  thinking,  while 
others  remain  at  a concrete  level  during  adult- 
hood. However,  it  is  clear  that  as  the  youth 
proceeds  through  these  stages,  s/he  is  forced  to 
focus  on  various  issues  of  sexuality. 

Influential  Societal  Changes 

Compounding  the  difficulties  of  these  “normal” 
adolescent  stages  is  the  considerable  change  in 
American  society  which  has  occurred  over  the 
past  generation.3  There  is  major  influence  from 
the  media,  especially  television,  as  it  presents 
a specific  picture  about  sexuality  for  the  youth 
to  observe.  The  parent  who  does  not  actively 
share  his  or  her  views  about  human  sexuality 
with  his  or  her  child  allows  a very  influential 
and  opinionated  media  to  actively  teach  its 
youth.10  Such  a panorama  of  life  often  teaches 
that  sex  is  free  and  enjoyable,  sex  can  be  freely 
enjoyed  outside  the  bonds  of  marriage,  and  that 
precautions  to  avoid  pregnancy  or  venereal  dis- 
eases need  not  be  taken.  Youths,  especially  those 
in  early  and  mid  adolescence,  remain  quite  vul- 
nerable to  such  messages. 

Today’s  society  is  also  witnessing  a change  in 
what  specific  gender  identity  means.  The  con- 
cepts of  “maleness”  or  “femaleness”  have  changed 
from  traditional  views.  For  example,  the  recently 
publicized  Hite  Reports11  characterize  an  image 
of  the  “macho”  male  who  wants  to  be  aggressive 
and  is  always  “coitally”  prepared — although  this 
does  not  characterize  all  males.  Likewise,  not  all 
women  are  dependent  creatures  awaiting  total 
male  domination.  The  influence  of  an  ever-in- 
creasing number  of  single  families  may  change 
concepts  of  sex  identity  as  well.  Current  societal 
chaos  also  adds  to  general  confusion,  with  the 
high  divorce  rates,  sexual  freedom  without  ac- 
companying happiness,  financial  and  other  dif- 
ficulties. Confusion  on  the  part  of  our  youth 
regarding  sexuality  issues  certainly  is  under- 
standable. 
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Homosexuality 

Other  voices  are  emerging  which  can  influence 
our  youth.  For  example,  there  is  the  current 
open  movement  of  the  gay  society  in  America.8 
Many  gay  groups  are  emerging  from  the  pre- 
viously hidden  aspect  of  American  life  to  openly 
advocate  their  view  of  sexuality  for  children, 
teenagers,  and  adults.  Such  individuals  are  re- 
jecting traditional  views  which  teach  that  normal 
growth  and  development  means  there  is  a homo- 
sexual perspective  to  early  adolescence  but  a 
definite  heterosexual  orientation  to  middle  ado- 
lescence, late  adolescence,  and  adulthood.  Bitter 
controversy  exists  about  the  “normalcy”  of  homo- 
sexuality, causing  further  confusion  about  sexual- 
ity among  youths  as  well  as  adults. 

Current  studies  state  that  gay  men  relate  their 
homosexual  orientation  to  early  adolescence 
while  gay  women  relate  this  to  late  adolescence. 
Traditional  views  that  a dominant  mother  figure 
causes  homosexuality  or  that  one  can  identify 
a potentially  gay  individual  during  childhood  are 
not  substantiated  by  current  investigations.  Thus, 
intense  conflicts  are  generated  by  various  health 
care  professionals  in  this  area.  One  of  the  major 
problems  for  adolescents  is  the  confusion  about 
this  in  society.  The  debate  over  the  gay  lifestyle 
is  but  one  example.  Others  include  debates  over 
the  right  of  teenagers  to  contraception  or  abor- 
tion. A young  woman  surely  must  be  confused 
when  one  group  says  she  has  a right  to  an  abor- 
tion, and  another  group  says  not  only  does  she  not 
have  a right  but  is  a murderer  if  she  gets  an 
abortion.  Clearly,  parents  must  step  in  and 
teach  their  children  their  own  views,  but  un- 
fortunately, many  parents  cannot  or  will  not  take 
such  a step. 

Human  Sexuality:  Role  of  the  Clinician 

What  can  and  should  the  medical  care  pro- 
fessional do  about  such  a problem?  Each  clini- 
cian must  reflect  on  this  and  decide  individually. 
I will  offer  a few  thoughts  and  ask  you  to  add 
your  own  views  as  well.  Certainly,  one  can  learn 
to  be  more  knowledgeable  about  human  sexu- 
ality and  clearly  alert  youths  and  their  parents 
that  you  are  prepared  to  help  them  in  this  area. 
We  can  teach  parents  that  sexuality  begins  in 
infancy  and  continues  throughout  the  individual’s 
life.  Thus,  childhood  sexuality,  adolescent  sexu- 


ality and  geriatric  sexuality  are  each  important 
aspects  of  human  life.  Parents  can  be  taught 
what  are  considered  to  be  “normal”  aspects  of 
human  sexuality;  for  example,  children  need  to 
be  physically  touched,  masturbation  is  a com- 
mon, non-evil  aspect  of  childhood  sexuality,  and 
children  are  naturally  curious  about  sex  and  the 
many  other  aspects  of  their  increasing  sexual- 
ity.4'12 

Parents  should  be  aware  of  such  concepts  and 
directly  form  their  own  views  to  be  taught  to 
their  children.  However,  they  should  not  ignore 
the  entire  subject,  for  their  children’s  sake.  Re- 
maining uncomfortable  with  sexuality,  denying 
its  importance,  or  refusing  to  answer  children’s 
normal  questions  only  provides  negative  teaching 
to  children  about  their  sexuality.  Current  think- 
ing emphasizes  that  the  way  parents  react  to 
their  children’s  emerging  sexuality  has  immense 
impact  on  the  emerging  adult’s  personality  and 
eventual  adaptation  to  life’s  stresses.  Physicians 
can  alert  parents  to  this  concept,  even  if  the 
parents  do  not  expect  such  counsel  from  the 
“medical”  doctor  or  the  “child”  doctor. 

All  physicians  who  care  for  children  and  youth 
should  be  prepared  to  deal  with  both  medical 
and  behavioral  issues  related  to  the  sexuality  of 
today’s  teenage  patients.  Thus,  learning  about 
sexually  transmitted  diseases,  contraception,  preg- 
nancy, and  related  issues  is  important.5,6’13'15 
Also,  one  can  learn  to  deal  with  youth  in  a con- 
fidential yet  non-judgmental  manner.  For  many 
physicians,  doing  a pelvic  examination  on  an 
adolescent  is  a problem  for  both  the  patient  and 
the  physician.  As  a result,  physicians  fail  to  in- 
quire about  issues  which  require  a pelvic  exami- 
nation; and  if  such  concerns  are  brought  up,  the 
physician  automaticaly  refers  such  patients  to  a 
“pelvic  specialist.” 

We  must  realize  that  it  is  all  too  easy  to  give 
our  own  teenage  patients  a negative  message 
about  sexuality.  Failing  to  examine  external 
genitalia  during  well  child  visits,  failing  to  ask 
youth  about  sexuality-related  issues  during  inter- 
views, refusing  to  provide  gynecological  care  to 
adolescent  females — all  serve  to  reinforce  the 
wrong  message  about  human  sexuality.  Anyone 
dealing  with  primary  care  issues  of  youth  should 
be  capable  of  providing  basic  sexuality  services 
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to  the  individual.  The  anticipatory  guidance  we 
give  to  the  child  must  change  when  applied  to 
the  teenager.  Doing  a brief  general  physical 
examination  while  avoiding  other  issues  of  im- 
mense importance  to  the  individual  is  clearly  not 
optimal  or  even  adequate  primary  care.  It  is 
also  poor  judgment  to  ignore  the  sexuality  needs 
of  those  with  chronic  illness  or  mental  retarda- 
tion. 

It  is  clearly  a tragedy  when  a 14-year-old 
female  presents  with  pregnancy  because  neither 
parents  nor  physician  ever  discussed  such  aspects 
of  sexuality  with  her.  There  are,  of  course,  many 
causes  for  adolescent  pregnancy,  but  ignorance 
should  not  be  such  a major  one  as  it  is  in  our 
society.  When  a 16-year-old  female  is  brought 
to  the  emergency  room  with  abdominal  pain,  and 
both  she  and  the  mother  become  excessively 
agitated  because  her  first  pelvic  examination 
needs  to  be  done,  such  a state  of  unpreparedness 
is  unfortunate. 

I would  propose  that  the  pelvic  examination 
be  done  in  the  asymptomatic  female  during  early 
adolescence,  certainly  by  15-16  years  of  age.  Re- 
assurance of  her  normalcy  is  important  and  early 
identification  of  abnormality  is  critical.  Per- 
formance of  the  pelvic  examination  allows  for 
discussion  of  important  aspects  of  her  own  hu- 
man sexuality.  It  is  then  easier  to  do  a pelvic 
examination  with  more  reliable  clinical  results 
for  gynecological  symptoms  in  a young  woman 
who  has  had  a previous  examination.  Identify- 
ing a youth  with  pseudoamenorrhea  or  Rokitan- 
sky syndrome  in  mid  or  late  adolescence  is  sim- 
ply too  late  and  would  not  happen  if  the  early 
adolescent’s  gynecological  health  is  considered. 


Conclusion 


There  are  other  ways  clinicians  can  help.  Is- 
sues of  legal  rights  of  minors  and  morality  also 
need  to  be  discussed.  Such  criticisms,  however, 
should  be  followed  by  positive,  constructive  steps 
to  deal  with  such  issues.  We  need  to  help  our 
patients  and  parents  learn  to  accept  positively 
their  inevitable  sexuality  and  to  avoid  the  tragic 
consequences  of  pregnancy  or  sexually  trans- 
mitted diseases  so  prevalent  in  today’s  America. 
We  need  to  help  with  the  sexual  future  of  our 
children,  as  noted  by  Dr.  Calderone.  Ignorance 
and/or  avoidance  is  reflection  of  poor  clinical 
judgment. 


“Knowledge  is  power”  (Thomas  Hobbs,  The 
Leviathan ) . 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


HOSPITAL  ACQUIRED  INFECTIONS 

Several  months  ago  a UPI  feature  was  head- 
lined “HOSPITAL  INFECTIONS  CAUSED 
THOUSANDS  OF  DEATHS.”  The  article  be- 
gan, “Nearly  two  million  patients  each  year  are 
infected  with  diseases  they  pick  up  during  hos- 
pital stays — contributing  to  80,000  deaths  and  an 
additional  $2  billion  in  health  care  costs,  a study 
shows.” 

The  study  cited  was  a recently  published 
report  of  a relatively  rare  occurrence:  two  out- 
breaks of  Group  A streptococcal  postoperative 
wound  infections  traced  to  a circulating  operat- 
ing room  nurse  colonized  with  this  organism. 
The  article  correctly  stated  that  “many  nosocomial 
infections  involve  potent  strains  of  common  or- 
ganisms that  normally  would  not  cause  serious 
problems  in  a healthy  person  outside  a hospital 
. . . hospital  patients  are  more  susceptible  be- 
cause of  their  already  poor  health  and  because 
surgery  and  use  of  intravenous  lines  provide 
more  ways  for  the  organism  to  infiltrate  the  body 
. . . hospital  personnel,  other  patients  and  visitors 
can  transmit  disease  organisms  by  hand  to  hand 
contact.”  Nevertheless,  the  article  on  balance 
was  misleading  due  to  its  superficial  treatment 
of  the  subject,  and  it  left  the  impression  that  all 
patients  hospitalized  are  equally  at  risk  for  hos- 
pital acquired  infections.  Had  I been  a lay  per- 
son contemplating  admission  to  a hospital,  it 
would  have  caused  me  concern,  perhaps  un- 
necessary, about  my  safety. 

What  is  the  risk  of  a given  patient  acquiring 
an  infection  when  hospitalized?  Epidemiologic 


data  collected  over  the  last  decade  indicate  that 
80%  of  nosocomial  infections  involve  four  ma- 
jor sites:  the  urinary  tract,  surgical  wounds, 
lower  respiratory  tract,  and  blood  stream.  A 
nationwide  study  of  uniformly  collected  data 
from  a representative  sampling  of  patients  and 
hospitals  has  recently  been  published  by  CDC 
(Am  ] Mecl  1981;  70:947-59).  Data  from  a 
sampling  of  169,526  adult  general  medical  and 
surgical  patients  selected  randomly  from  338 
hospitals  of  at  least  50  beds  confirmed  the  fol- 
lowing: 

1.  Approximately  5%  of  all  patients  acquired 
a nosocomial  infection  at  one  or  more  of 
the  four  major  sites. 

2.  Of  all  of  the  infections  detected,  53%  were 
urinary  tract  infections  (40%  symptomatic 
and  13%  asymptomatic);  28%  were  sur- 
gical wound  infections  (23%  incisional  and 
5%  deep);  13%,  pneumonias;  and  5.6%, 
bacteremias  (2.3%  primary  and  3.3%  sec- 
ondary ) . 

3.  Eighteen  percent  of  patients  with  a noso- 
comial infection  had  more  than  one. 

4.  The  distribution  of  nosocomial  infections 
among  surgical  patients  was:  42%,  urinary 
tract;  40%,  surgical  wound;  14%,  pneu- 
monia; and  4%,  bacteremia.  The  distri- 
bution among  nonsurgical  patients  was 
79%,  urinary  tract;  12%,  pneumonia;  and 
9%,  bacteremia. 

5.  Patients  undergoing  surgery  had  three  times 
the  risk  of  developing  a nosocomial  infec- 
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tion.  Surgical  patients  constituted  42%  of 
the  target  population  and  experienced  71% 
of  all  nosocomial  infections,  56%  of  the 
urinary  tract  infections,  74%  of  the  pneu- 
monias, and  54%  of  the  bacteremia. 

In  a companion  paper  (Am  / Med  1981;  70: 
960-70)  these  data  were  evaluated  using  a multi- 
variance categorical  data  analysis  technique  to 
detect  the  association  of  multiple  risk  factors 
with  the  occurrence  of  infection  at  each  of  the 
four  major  sites.  The  factors  highly  important 
for  one  or  more  sites  were  duration  of  urinary 
catheterization,  diagnosis  and  type  of  surgical 
procedure,  duration  of  preoperative  hospitaliza- 
tion, duration  of  operation,  anatomic  location  of 
surgical  procedure,  previous  infection,  and  ster- 
oid or  immunal  suppressive  therapy.  It  would 
be  inappropriate  for  me  to  try  to  discuss  all  of 
these  data  in  the  form  of  an  editorial,  lest  I sub- 
ject myself  to  the  same  criticism  that  I directed 
toward  the  newspaper  in  the  opening  of  this 
discussion. 

I encourage  those  of  you  interested  to  review, 


in  addition  to  the  papers  referenced,  a recent 
study  of  Maki  et  al  (N  Engl  J Med  1982;  307: 
1562-66 ) which  documents  for  the  first  time 
that  microorganisms  in  the  inanimate  hospital 
environment  contaminating  air,  fomites,  water, 
faucets,  and  sink  drains,  contribute  negligibly 
to  nosocomial  infections  occurring  endemically 
in  hospital  patients.  Hospital  personnel  and 
patients  are  the  important  reservoirs  for  bacteria 
causing  nosocomial  infections.  Furthermore, 
patients  themselves  are  frequently  sources  of  the 
organisms  that  infect  them. 

Since  a major  contributing  factor  to  noso- 
comial infections  is  a weakened  host  defense 
system,  many  are  unpreventable  at  the  present 
time.  We  can  make  an  important  contribution 
to  their  control,  however,  by  limiting  iatrogenic 
insults,  such  as  indwelling  urinary  catheters,  to 
host  defenses  whenever  possible.  Furthermore, 
hand  washing  after  patient  contact  is  an  efficient 
and  cost-effective  method  of  preventing  inter- 
patient spread  of  potential  pathogens. 

Robert  Curtis  Knowles,  M.D. 


ATTENTION  DOCTORS 

We  need  qualified  physicians  to  do  consultative  examinations,  including 
in  the  specialty  fields  of  internal  medicine,  orthopedics,  neurology,  and 
psychiatry.  Examinations  are  performed  in  your  own  office. 

We  also  have  part-time  positions  for  a psychiatrist  and  internist  available 
in  our  office  to  perform  claims  review. 

IF  YOU  ARE  INTERESTED,  PLEASE  WRITE  TO: 

WILLIAM  E.  PHILLIPS 
Medical  Relations  Officer 
Disability  Determinations  Service 
820  North  French  Street 
Wilmington,  Delaware  19801 

or  call  collect  (8:00  a.m.  to  4:30  p.m.  Monday  through  Friday) 

(302)571-3921 
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RESEARCH,  HEALTH,  AND  THE  RIGHTS 

OF  ANIMALS 

A recent  open  letter  published  by  the  National 
Society  for  Medical  Research*  entitled  “A  New 
Threat  to  Biomedical  Research”  appears  worthy 
of  discussion.  Under  the  guise  of  advocacy  of 
“animal  rights,”  various  groups  are  attacking  the 
use  of  animals  in  research.  Bills  have  been  in- 
troduced in  Congress  to  establish  a commission 
to  study  alternative  methods  to  the  use  of  live 
animals  in  the  research  laboratory.  There  are 
parallel  efforts  in  state  and  local  legislatures. 
What  are  the  implications? 

We  live  in  an  age  which  has  witnessed  the 
maturation  of  approximately  two  centuries  of  so- 
called  Jeffersonian-Jacksonian  democratic  ideas, 
ideas  which  have  drawn  heavily  upon  the  phil- 
osophy of  Rousseau  that  all  mankind  is  created 
equal  and  that  inequalities  are  essentially  man- 
made. To  those  who  accept  the  premise,  it  ap- 
pears logical  that  equal  persons  should  have 


equal  treatment  or  rights.  In  an  age  of  des- 
potism, such  a philosophy  proved  to  be  a wel- 
come political  antidote  which  contributed  much 
to  social  and  economic  improvements. 

Unfortunately,  an  antidote  is  not  a panacea. 
John  Stuart  Mill  early  recognized  that  the  grow- 
ing emphasis  upon  individual  rights  could  lead 
to  chaos,  and  he  cautioned  that  an  individual’s 
claim  to  rights  must  be  limited  by  respect  for 
the  rights  of  others.  Even  in  the  context  of 
human  relations,  one  cannot  seriously  believe 
that  individuals  can  expect  that  circumstances 
will  not  influence  their  claims  to  rights.  When 
the  concept  of  rights  is  applied  to  animals,  the 
implications  border  upon  the  ridiculous,  far  be- 
yond the  intentions  of  romanticists  such  as 
Rousseau.  All  but  the  depraved  will  agree  that 
animals  should  be  treated  with  kindness  and 
consideration.  However,  if  one  must  choose  be- 
tween improvement  of  human  health  and  avoid- 
ance of  animal  experimentation,  could  one  seri- 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Eiectronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7123 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 


242 


Del  Med  Jrl,  April  1983 — Vol  55,  No  4 


Editorials 


ously  spare  the  animal  to  the  detriment  of  the 
human?  Those  of  us  who  have  been  involved 
in  animal  experimentation  have  always  used 
every  means  possible  to  prevent  suffering.  Fur- 
thermore, there  is  little  incentive  to  use  animals 
when  alternative  methods  are  available  because 
the  results  of  biological  experiments  are  gen- 
erally less  accurate  and  more  difficult  to  interpret 
than  those  of  the  usual  alternative  methods. 

Has  not  contemporary  insistence  upon  “rights” 
been  carried  too  far?  No  thinking  person  would 
claim  that  every  being  is  equal  in  every  respect. 
Yet  the  concept  of  equal  treatment  for  all  living 
things  is  gaining  favor  in  our  legislatures  and 
administrative  bureaucracies  whose  rules  and 
regulations  tend  to  impose  conformity  at  the 
expense  of  intelligent  judgment. 

David  V.  Pecora,  M.D. 

‘National  Society  for  Medical  Research,  1029  Vermont  Avenue, 
N.W.,  Washington,  D.C.  20005. 
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LOSING  PERCEPTION  OF  EXTERNAL  THINGS: 
SELF-ADMINISTERED  NITROUS  OXIDE 

Self-administered  nitrous  oxide  is  presently 
being  recommended  as  an  analgesic  in  emer- 
gency medical  care.1  This  is  not  a new  tech- 
nique; the  earliest  published  observations  re- 
garding such  use  of  nitrous  oxide  are  the  testi- 
monials of  its  effects  on  their  sensations  and 
sensibilities  by  a variety  of  well  known  persons 
including  Josiah  Wedgewood,  Joseph  Priestly, 
and  Samuel  Coleridge. 

Humphry  Davy,  Superintendent  of  the  Medi- 
cal Pneumatic  Institute  in  London,  printed  their 
reports  along  with  his  own  in  a chapter  entitled, 
“Details  of  the  Effects  Produced  by  the  Respira- 
tion of  Nitrous  Oxide  upon  Different  Individuals 
Furnished  by  Themselves.”  The  chapter  was  a 
part  of  his  book  on  nitrous  oxide  published  in 
London  in  1800. 

In  vivid  detail,  Davy  reported  his  own  experi- 
ence with  nitrous  oxide  for  pain  relief: 

The  power  of  the  immediate  operation  of 

the  gas  in  removing  intense  physical  pain,  I 

had  a very  good  opportunity  of  ascertaining. 

In  cutting  one  of  the  unlucky  teeth  called 
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dentes  sapientiae  (wisdom  teeth),  I experi- 
enced an  extensive  inflammation  of  the  gum, 
accompanied  with  great  pain,  which  equally 
destroyed  the  power  of  repose  and  of  con- 
sistent action.  On  the  day  when  the  inflam- 
mation was  most  troublesome  I breathed 
three  large  doses  of  nitrous  oxide.  The  pain 
always  diminished  after  the  first  four  or  five 
aspirations.  The  thrilling  came  on  as  usual, 
and  uneasiness  was  for  a few  minutes,  swal- 
lowed up  in  pleasure.  As  the  former  state 
of  mind,  however,  returned  the  state  of  or- 
gan returned  with  it;  and  I once  imagined 
that  the  pain  was  more  severe  after  the  ex- 
periment than  before  ...  In  one  instance 
when  I had  a headache  from  indigestion  it 
was  immediately  removed  by  the  effects  of  a 
large  dose  of  gas;  though  it  afterwards  re- 
turned with  much  less  violence  ...  In  a 
second  instance,  a slighter  degree  of  head- 
ache was  totally  removed  by  two  doses  of 
gas. 

On  occasions  when  he  was  not  in  pain,  Davy 
quite  obviously  got  himself,  to  use  a modern 
vernacular,  very  high  indeed. 

After  the  first  six  or  seven  inspirations  I 
gradually  began  to  lose  the  perception  of 
external  things,  and  a vivid  and  intense 
recollection  of  some  former  experiments 
passed  through  my  mind,  so  that  I called 
out,  “What  an  amazing  concatenation  of 
ideas!”  . . . 

A thrilling  extending  from  the  chest  to  the 
extremities  was  almost  immediately  pro- 
duced after  respiring  20  quarts  of  unmingled 
nitrous  oxide.  I felt  a sense  of  tangible  ex- 
tension highly  pleasurable  in  every  limb; 
my  visible  impressions  were  dazzling  and 
apparently  magnified.  I heard  definitely 
every  sound  in  the  room  and  was  perfectly 
aware  of  my  situation  ...  I lost  all  connec- 
tion with  external  things.  Trains  of  vivid 
visible  images  rapidly  passed  through  my 
mind  and  were  connected  with  words  in 
such  a manner,  as  to  produce  perceptions 
perfectly  novel.  I existed  in  a world  of 
newly  connected  and  newly  modified  ideas. 

I theorized;  I imagined  that  I discovered  . . . 
at  night  I found  myself  unusually  cheerful 


and  active  . . . when  I awoke  in  the  morning 
it  was  with  consciousness  of  pleasurable  ex- 
istence, and  this  consciousness  more  or  less 
continued  through  the  day  ...  I have  often 
felt  very  great  pleasure  when  breathing  it 
alone,  in  darkness  and  silence,  occupied  only 
by  ideal  existence  . . . The  sense  of  hearing 
has  been  painfully  effected  even  by  moder- 
ate intensity  of  sound.  The  light  of  the  sun 
has  sometimes  been  disagreeably  dazzling 
...  I have  sometimes  experienced  from  ni- 
trous oxide,  sensations  similar  to  no  others 
and  they  have  consequently  been  indescrib- 
able. This  has  been  likewise  often  the  case 
with  other  persons  . . . one  person  . . . de- 
scribed his  reactions  as  “I  felt  like  the  sound 
of  a harp.” 

Patients  given  nitrous  oxide  ad  libitum  may  be 
reluctant  to  relinquish  it. 

Bernadine  Z.  Paulshock,  M.D. 

REFERENCES 

1.  Thai  ER,  Montgomery  SJ,  Atkins  JM,  Roberts  BG.  Self-ad- 
ministered  analgesia  with  nitrous  oxide.  JAMA.  1979;  242; 
2418-9. 


AIRPORT  SHUTTLE  SERVICE,  Inc. 
HOTEL  du  PONT 
WILMINGTON,  DELAWARE 


PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
Your  Home-Office-Hotel-Motor  Lodge  . . . 

FOR  RESERVATIONS  OR  INFORMATION 

(302)  655-8878 


244 


Del  Med  Jrl,  April  1983 — Vol  55,  No  4 


Deaths 

| 

DOROTHY  JEAN  PUNT,  M.D. 

Dr.  Dorothy  Jean  Flint,  a pediatric  neurosur- 
geon and  psychiatrist,  died  of  cancer  February 
11  at  her  home  in  Carmel,  California. 

Dr.  Flint  practiced  for  15  years  in  the  Phila- 
delphia area  after  receiving  her  medical  degree 
from  the  University  of  Pennsylvania  in  1960. 
She  completed  a psychiatry  residency  at  Hahne- 
mann Medical  College  in  1975  and  practiced 
psychiatry  in  the  Wilmington  area  until  her  re- 
tirement in  1981.  After  retiring,  Dr.  Flint  moved 
to  Carmel,  California. 

Dr.  Flint  was  a member  of  Physicians  for 
Social  Responsibility.  She  was  also  a licensed 
helicopter  and  airplane  pilot. 

Dr.  Flint  is  survived  by  a brother,  Robert,  of 
Barrington,  Illinois;  and  two  sisters,  Barbara  Wil- 
son, of  San  Clemente,  California;  and  Carol  Gil- 
bert of  Redmond,  Oregon. 

Contributions  in  Dr.  Flint’s  memory  may  be 
made  to  the  Physicians  for  Social  Responsibility, 
P.O.  Box  5454,  Berkeley,  California  94705. 

W? 

JACOB  A.  SHAPIRO,  M.D. 

Jacob  A.  Shapiro,  M.D.,  a Wilmington  ear, 
eye,  nose  and  throat  specialist,  died  March  12, 
1983,  of  cancer  at  the  age  of  81. 

Born  in  Wilmington,  Dr.  Shapiro  graduated 
from  the  University  of  Delaware  in  1922  and 
from  Jefferson  Medical  College  in  Philadel- 
phia in  1926.  After  48  years  of  practice.  Dr. 
Shapiro  retired  in  1975. 

Dr.  Shapiro  was  a member  of  the  Medical  So- 
ciety of  Delaware;  the  New  Castle  County  Medi- 
cal Society;  Wilmington  Lodge  No.  470  Inde- 
pendent Order  B’nai  B’rith;  Washington  Lodge 
No.  1 A.F.  & A.M.;  the  Delaware  Consistory; 
and  the  Shrine  Club  of  Delaware. 

He  is  survived  by  a brother,  Israel,  of  Clay- 
mont. 
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■ «_  , An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophil , 
influenzae,  andS.  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  perform, 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIh 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENIC|TY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORIN: 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  t< 
who  has  demonstrated  some  form  of  allergy,  particularly 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  considt 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics.  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone.  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies  an 
tiuid,  electrolyte,  and  protein  supplementation.  When  the  colitis  doe: 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Othei 
causes  of  colitis  should  be  ruled  out. 

Precautions:  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g pressor 
amines,  antihistamines,  or  corticosteroids. 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy  appropriate 
measures  should  betaken. 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
pertormed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  mav 
be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made  because  ' 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis  7 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18,  0 20,  0.21 , and  0 16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively.  Trace  amounts  were  detected  at  one 


hour.  The  effect  on  nursing  infants  is  not  known.  Caution  should  b > 
exercised  when  Ceclor’  (cefaclor,  Lilly)  is  administered  to  a nursin 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for 
in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of  patient 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either  dur: 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  repor  I 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5  percc 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  2 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  The?  i 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cede  | 
Such  reactions  have  been  reported  more  frequently  in  children  thar >i 
adults.  Signs  and  symptoms  usually  occur  a few  days  after  initiatio'ifl 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported.  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  10 
patients). 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinji  i 
laboratory  test  results  have  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphata 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count,  1 
predominantly  lymphocytosis  occurring  in  infants  and  younq  childr 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 i 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 


In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic ! 
bronchitis  to  either  S pneumoniae  or  H influenzae  8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  th  I 
cephalosporins  and  should  be  given  cautiously  to  pemcillin-allergir  * 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  o: 
rheumatic  fever.  See  prescribing  information 
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HOW  LONG  SHOULD  MEDICAL  RECORDS  BE  KEPT? 


In  response  to  the  question  of  how  long  should 
medical  records  be  kept,  Mr.  Victor  F.  Battaglia, 
legal  counsel  for  the  Medical  Society  of  Dela- 
ware, wrote  the  following  memorandum. 

“While  this  appears  to  be  a question  with  only 
legal  ramifications,  I do  not  regard  it  as  such. 
I regard  it  as  a question  which  touches  on  the 
doctor’s  treatment  responsibility  and  as  his  ex- 
posure to  suit. 

“It  certainly  seems  to  me  that  the  physician 
has  a responsibility  to  maintain  patient  records 
at  least  as  long  as  he  treats  that  patient.  The 
utility  of  the  records  to  the  treating  physician  is 
obvious.  Records  which  disclose  congenital  con- 
ditions, drug  allergies,  blood  pressure  ranges, 
weight  ranges,  etc.,  of  the  patient,  are  valuable 
to  the  diagnosing  and  treating  process.  When 
he  ceases  to  treat  the  patient,  and  if  he  forwards 
his  records  to  the  next  treating  physician,  then 
it  would  seem  to  me  that  he  would  no  longer 
have  an  obligation  to  maintain  a file  for  that 
patient,  although,  for  his  own  protection,  he 
certainly  ought  to  maintain  a file  for  at  least 
five  years  after  his  treatment  ceases. 

“Where  a patient  becomes  deceased,  I believe 
that  the  physician  would  be  secure  in  retiring  his 
file  on  that  patient  provided  he  first  gleans  from 


it  any  information  that  should  be  shared  with 
the  patient’s  family.  Again,  I would  say  for 
legal  purposes,  that  the  file  should  not  be  retired 
until  five  years  after  the  patient’s  death.  Prob- 
ably the  question  is  most  pertinent  with  regard 
to  those  patients  who  do  not  transfer  to  another 
physician  and  who  do  not  become  deceased, 
but  who,  for  reasons  unknown  to  the  physician, 
do  not  see  him  for  long  periods  of  time.  The 
safest  course  to  follow  in  such  a situation  is  on 
the  fifth  anniversary  of  the  patient’s  last  visit 
to  attempt  to  write  to  the  patient.  If  the  pa- 
tient cannot  be  located,  or  if  his  address  cannot 
be  ascertained,  then  I would  suggest  that  the 
files  be  retained.  The  letter  of  inquiry  to  the 
patient  should  recite  the  fact  that  the  physician 
has  not  seen  him  for  five  years  and  should  in- 
quire if  the  patient  still  regards  the  physician 
as  his  treating  physician.  If  he  does  not,  he 
should  be  asked  to  identify  the  person  whom 
he  regards  as  his  current  treating  physician  and 
the  records  should  be  forwarded  to  that  phy- 
sician. If  the  patient  still  regards  the  writer  as 
his  treating  physician,  the  records  should  be  re- 
tained.” 

A copy  of  a sample  letter  of  inquiry  can  be 
obtained  by  calling  the  Society  office  at  658- 
7596. 
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Brief  Prescribing  Information 
CONTRAINDICATIONS:  Patients 
with  severe  hypertension,  severe 
coronary  artery  disease,  and  in  pa- 
tients on  MAO  inhibitor  therapy, 
narrow-angle  glaucoma,  urinary 
retention,  peptic  ulcer,  during  an 
asthmatic  attack. 

Hypersensitivity:  Contraindicated 
in  patients  with  hypersensitivity  or 
idiosyncrasy  to  sympathomimetic 
amines  or  phenanthrene  derivatives. 

Nursing  Mothers:  Contraindi- 
cated because  of  the  higher  than 
usual  risk  for  infants  from  sym- 
pathomimetic amines. 

WARNINGS:  Use  judiciously  and 
sparingly  in  patients  with  hyperten- 
sion, diabetes  mellitus,  ischemic 
heart  disease,  increased  intraocular 
pressure,  hyperthyroidism,  or  pros- 
tatic hypertrophy  May  produce  CNS 
stimulation  and  convulsions  or  car- 
diovascular collapse  with  accom- 
panying hypotension. 

Use  with  caution  in  patients  with 
increased  intraocular  pressure,  car- 
diovascular disease,  hypertension 
or  in  patients  with  a history  of 
bronchial  asthma.  Do  not  exceed 
recommended  dose. 

Use  in  Elderly:  The  elderly  (60 
years  and  older)  are  more  likely  to 
have  adverse  reactions  to  sympatho- 
mimetics.  Overdosage  in  this  age 
group  may  cause  hallucinations,  con- 
vulsions, CNS  depression  and  death. 
PRECAUTIONS:  General:  Should  be 
used  with  caution  in  patients  with 
diabetes,  hypertension,  cardiovas- 
cular disease  and  hyperreactivity  to 
ephedrine.  The  antihistaminic  may 
cause  drowsiness  and  ambulatory 
patients  who  operate  machinery  or 
motor  vehicles  should  be  cautioned 
accordingly. 

Information  for  Patients  Antihis- 
tamines may  impair  mental  and 
physical  abilities  required  for  the 
performance  of  potentially  hazard- 
ous tasks,  such  as  driving  a vehicle 
or  operating  machinery,  and  mental 
alertness  in  children 

Drug  Interactions  MAO  inhib- 
itors and  beta  adrenergic  blockers 
increase  the  effect  of  sympatho- 
mimetics.  Sympathomimetics  may 
reduce  the  antihypertensive  effects 
of  methyldopa,  mecamylamine,  re- 
serpine  and  veratrum  alkaloids 
Concomitant  use  of  antihistamines 
with  alcohol,  tricyclic  antidepres- 
sants, barbiturates  and  other  CNS 
depressants  may  have  an  additive 
effect. 

Preanancy  Category  C.  Animal 
reproduction  studies  have  not  been 
conducted  with  NOVAFED  A cap- 
sules. It  is  also  not  known  whether 
NOVAFED  A capsules  can  cause  fetal 
harm  when  administered  to  a preg- 
nant woman  or  can  affect  reproduc- 
tion capacity  NOVAFED  A capsules 
may  be  given  to  a pregnant  woman 
only  if  clearly  needed. 

Nursing  Mothers  Pseudoephe- 
drine  is  contraindicated  in  nursing 
mothers  because  of  the  higher  than 
usual  risk  for  infants  from  sympatho- 
mimetic amines. 

ADVERSE  REACTIONS:  Hyperreac- 
tive individuals  may  display 
ephedrine-like  reactions  such  as 
tachycardia,  palpitations,  head- 
ache, dizziness,  or  nausea.  Patients 
sensitive  to  antihistamines  may 
experience  mild  sedation.  Sympatho- 
mimetic drugs  have  been  associated 
with  certain  untoward  reactions 
including  fear,  anxiety,  tenseness, 
restlessness,  tremor,  weakness, 
pallor,  respiratory  difficulty,  dysuria, 
insomnia,  hallucinations,  convul- 
sions, CNS  depression,  arrhyth- 
mias, and  cardiovascular  collapse 
with  hypotension. 

Possible  side  effects  of  anti- 
histamines are  drowsiness,  rest- 
lessness, dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  head- 
ache, nervousness,  blurring  of 
vision,  heartburn,  dysuria  and  very 
rarely  dermatitis.  Patient  idiosyn- 
crasy to  adrenergic  agents  may  be 
manifested  by  insomnia,  dizziness, 
weakness,  tremor  or  arrhythmias. 
OVERDOSAGE:  Acute  overdosage 
with  NOVAFED  A capsules  may 
produce  clinical  signs  of  CNS  stim- 
ulation and  variable  cardiovascular 
effects.  Pressor  amines  should  be 
used  with  great  caution  in  the  pres- 
ence of  pseudoephedrine.  Patients 
with  signs  of  stimulation  should  be 
treated  conservatively. 

DOSAGE  AND  ADMINISTRATION: 
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For  the  wet  symptoms  of  allergies... 


NovafedA 


Capsules 


each  capsule  contains  pseudoephedrine 
hydrochloride  120  mg,  chlorpheniramine 
maleate  8 mg 


(also  available  in  liquid  forms) 

Controlled-release  decongestant  plus  antihistamine 


Works  for  12  full  hours 


• stops  runny  nose  with  decongestant 

• relieves  allergy  symptoms  with  antihistamine 

• dries  watery  eyes  as  a result 
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WHAT'S  NEW  IN  PULMONARY  MEDICINE 


James  M.  Hofford,  M.D. 


There  have  been  numerous  advances  in  pul- 
monology in  the  last  few  years.  These  have 
covered  the  spectrum  from  very  basic  chemical 
and  physiological  findings  to  those  that  have 
immediate  clinical  application  in  the  Intensive 
Care  Unit. 

For  example,  in  the  field  of  allergic  diseases 
it  has  been  shown  that  immunotherapy  can  pro- 
duce specific  IgG  blocking  antibodies  that  have 
the  potential  to  prevent  reactions  betwen  IgE 
bound  mast  cells  and  allergens.  Thus,  immedi- 
ate type  hypersensitivity  reactions  can  be  regu- 
lated. 

Chemical  mediators  of  allergic  reactions  other 
than  histamine  have  been  defined.  Slow-react- 
ing substances  of  anaphylaxis  are  now  called 
leukotrienes.  A so-called  platelet  activating  fac- 
tor has  been  identified  as  acetylglycerylether- 
phosphorycholine.  Knowledge  of  the  precise 
chemical  structure  of  these  agents  now  makes  it 
possible  to  study  changes  that  occur  in  allergic 
reactions,  and  it  is  obvious  that  chemical  antago- 
nists may  be  developed  as  a result  of  these 
studies.  New  technology,  including  gene  splic- 
ing, will  have  far-reaching  ramifications  into  the 
fields  of  infectious  disease,  oncology,  and  labora- 
tory diagnosis. 

Dr.  Hofford  is  Chief  of  the  Pulmonary  Disease  Section  of  The 
Wilmington  Medical  Center. 


The  definition  of  Legionella  pneumonia  has 
been  an  exciting  addition  to  the  differential 
diagnosis  of  an  acute  pneumonia.  Six  strains 
of  Legionella  pneumophila  have  been  defined. 
The  diagnosis  is  made  by  serological  testing  and 
cultures  of  transtracheal  aspirates,  bronchoscopy 
specimens,  lung  tissues,  and  pleural  fluid  but 
not  of  expectorated  sputum.  Fluorescent  stain- 
ing of  these  specimens  or  of  expectorated  sputum 
may  also  diagnose  Legionnaire’s  Disease.  Single 
titers  of  1:1,000  have  been  noted  to  last  for  over 
one  year  and  thus  may  be  misleading  in  an  acute 
event  if  follow-up  titers  are  not  taken.  Treat- 
ment is  primarily  erythromycin;  some  believe 
that  rifampin  can  be  added  to  erythromycin  if 
there  is  a poor  response. 

There  has  been  renewed  interest  in  skin  test- 
ing for  fungus  infections.  The  spherulin  skin 
testing  antigen  for  diagnosing  coccidioidomycosis 
is  rather  specific  and  sensitive.  The  histoplasmin 
skin  testing  agent,  Histolyn-Cyl  ( Berkley  Labo- 
ratories), is  distinct  from  previous  histoplasmin 
skin,  nails,  hair,  and  gastrointestinal  tract, 
antibody  titers. 

A spherule  vaccine  for  coccidioidomycosis  that 
offers  promise  for  the  near  future  has  also  been 
developed. 

Antifungal  agents  are  represented  by  the 
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standard  amphotericin  B and  the  newer  agents 
flucytosine  and  ketoconazole.  Ketoconazole  of- 
fers promise  in  treating  fungus  infections  of  the 
skin,  nails,  hair,  and  gastrointestinal  tract. 

A publication  of  importance  to  the  practicing 
physician  is  the  “Handbook  on  Fungus  Diseases” 
published  by  the  College  of  Chest  Physicians.® 

The  chemotherapy  of  pulmonary  tuberculosis 
has  changed  markedly  in  the  last  few  years.  One 
newer  concept  is  that  short-course  chemotherapy 
of  nine  months  or  less  represents  an  effective 
course  of  treatment.  The  use  of  intermittent 
treatment  programs  for  noncompliant  patients 
has  also  been  defined. 

The  diagnosis  of  diffuse  pulmonary  infiltrates 
can  now  be  made  not  only  by  open  lung  biopsy 
but  also  by  bronchoscopic  and  transbronchial 
lung  biopsy  and  thin  needle  aspiration  of  the 
Jung. 

Newer  applications  of  the  fiberoptic  broncho- 
scope may  result  from  studies  using  the  laser 
technique  to  treat  endobronchial  tumors.  Some 
studies  have  been  made  using  the  fiberoptic 
bronchoscope  to  implant  radioactive  material  in 
unresectable  bronchogenic  carcinoma.  Active 
research  is  underway  using  the  fiberoptic  bron- 
choscope to  treat  unresectable  bronchogenic  car- 
cinoma with  cryotherapy. 

The  problem  of  lung  cancer  remains  para- 
mount in  the  field  of  pulmonary  diseases.  Ciga- 
rette smoking  remains  the  main  cause,  as  the 
incidence  of  lung  cancer  in  cigarette  smokers  is 
20  times  that  in  nonsmokers.  Screening  programs 
to  diagnose  lung  cancer  have  met  with  variable 
success.  The  results  suggest  that  an  annual  chest 
x-ray  and  sputum  cytology  in  patients  over  45 
years  of  age  who  smoke  more  than  one  pack  of 
cigarettes  per  day  may  be  useful.  Screening  is 
most  promising  with  respect  to  squamous  cell 
carcinoma  and  adenocarcinoma,  but  not  for  large 
cell  or  small  cell  carcinoma. 

The  use  of  computed  tomography,  the  CT 
scan,  to  differentiate  benign  from  malignant 
nodules  of  the  lung  has  been  proposed,  but 
further  study  and  clinical  application  is  needed 

^Handbook  on  fungus  diseases.  American  College  of  Chest  Phy- 
sicians. Section  of  Fungus  Diseases,  Parkridge,  Tl,  ACCP,  1981. 


before  this  differential  can  be  made  with  the 
CT  scan. 

The  problem  of  operability  in  lung  cancer  is 
still  with  us.  The  use  of  cervical  mediastino- 
scopy and  anterior  mediastinotomy  to  prove  in- 
operability by  establishing  the  presence  of  in- 
volvement of  anterior  mediastinal  lymph  nodes 
may  be  of  some  value.  The  use  of  the  55  degree 
right  and  left  oblique  tomograms  to  further  look 
for  masses  in  the  hilum  and  mediastinum  may 
also  help  to  prove  inoperability. 

Some  studies  have  indicated  that  prognosis  in 
lung  cancer  may  be  improved  if  the  patient  stops 
smoking  at  the  time  the  diagnosis  is  made  and 
before  treatment  is  instituted.  This  is  particu- 
larly true  in  small  cell  cancer. 

Current  statistics  show  there  is  a high  five-year 
survival  in  Stage  I patients  with  lung  tumors  less 
than  3 cm  in  diameter  following  surgical  resec- 
tion. Five-year  survival  may  even  reach  90% . 

Prophylactic  radiation  of  the  brain  in  small  cell 
carcinoma  has  proved  to  be  of  no  more  value  than 
the  use  of  radiation  to  treat  neurological  symp- 
toms when  they  develop.  Chemotherapy  in  small 
cell  carcinoma  has  improved  median  survival 
to  30  weeks  and  one-year  survival  has  increased 
from  0%  to  20%.  Drug  combinations  used  with 
some  success  are  cyclophosphamide  and  vincris- 
tine with  or  without  doxorubicin. 

There  may  be  a 30%  to  40%  tumor  regression 
in  patients  with  non-small  cell  carcinoma  of  the 
lung,  but  overall  median  survival  is  not  signifi- 
cantly prolonged  by  chemotherapy  in  these  cases. 

There  has  been  a wealth  of  studies  concerning 
sleep  disorders,  and  particularly  with  reference 
to  apnea  and  oxygen  unsaturation.  The  sleep 
apnea  syndrome  is  characterized  by  daytime 
somnolence  because  of  the  patient’s  disturbed 
sleep  at  night.  Studies  attempt  to  differentiate 
nonobstructive,  obstructive,  and  mixed  types  of 
sleep  apnea.  Patients  with  chronic  obstructive 
lung  disease  have  a significant  problem  of  arterial 
oxygen  unsaturation  at  night;  oxygen  adminis- 
tration has  been  helpful  in  the  latter  group. 

The  contribution  of  right  and  left  ventricular 
failure  to  dyspnea  and  chronic  obstructive  lung 
disease  can  be  studied  with  radionuclide  angio- 
cardiography. 
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The  interstitial  lung  diseases  are  being  classi- 
fied with  regard  to  the  degree  of  alveolitis,  de- 
rangement of  alveolar  structures,  and  the  pres- 
ence of  end  stage  disease.  Gallium  scanning  of 
the  lung  and  bronchoalveolar  lavage  may  be 
used  to  quantitate  the  degree  of  alveolitis. 

The  diagnosis  of  cystic  fibrosis  is  still  based 
on  the  presence  of  an  abnormal  sweat  test. 
Other  newer  tests  include  an  antiserum  against 
cystic  fibrosis  protein  and  demonstration  of  an 
abnormality  of  sodium  transport  in  cultured  fi- 
broblasts. Proteases  in  amniotic  fluid  may  be 
used  to  identify  affected  fetuses. 

Although  acute  respiratory  distress  syndrome 
(ARDS)  has  eluded  attempts  at  precise  defini- 
tion of  etiology,  considerable  progress  has  been 
made  in  ventilator  care  and  support  of  patients 
with  the  use  of  positive  end  expiratory  pressure 
( PEEP ) , and  appropriate  monitoring  of  inspired 
oxygen  tensions  and  ventilator  settings  has  been 
helpful.  Hemodynamic  monitoring  with  Swan- 
Ganz  catheters  help  to  differentiate  left  ventricu- 
lar failure  from  noncardiogenic  pulmonary 
edema. 

In  pediatric  practice,  transcutaneous  electrodes 
have  been  found  to  be  satisfactory  for  trend 
monitoring.  Peripheral  arterial  oxygen  tensions 
can  be  followed  with  an  ear  oximeter. 

Oxygen  tension  in  mixed  venous  blood  can  be 
measured  through  a fiberoptic  channel  and  a 
flow-directed  pulmonary  artery  catheter;  these 
contribute  to  our  understanding  of  both  cardiac 
output  and  tissue  oxygen  uptake.  Instrumen- 
tation is  also  available  for  measuring  expired 
carbon  dioxide,  but  most  Intensive  Care  Units 
continue  to  use  multiple  arterial  blood  gas  sam- 
ples. 

There  is  now  a body  of  literature  concerning 
high  frequency  ventilation  (HFV).  High  fre- 
quency ventilation  achieves  gas  exchange  with 
peak  airway  pressure  levels  considerably  less 
than  those  needed  during  normal  mechanical 
ventilation  and  thus  decreases  the  possibility  of 
pulmonary  barotrauma  and  eliminates  the  hemo- 
dynamic effects  attributable  to  increased  airway 
pressure  occurring  with  the  usual  mechanical 
ventilators. 


Pulmonary  function  testing  has  become  in- 
creasingly standardized  with  the  use  of  spirome- 
try, the  body  plethysmograph,  and  gas  dilution 
techniques.  The  enthusiasm  for  measurement  of 
small  airways  disease  with  closing  volume  tests 
has  waned.  More  emphasis  has  been  placed  re- 
cently on  the  FEF  25-75%  of  vital  capacity  flow 
rate  measurement  as  a reflection  of  small  airway 
disease. 

The  use  of  low  flow  oxygen  therapy  has  been 
demonstrated  effective  in  the  treatment  of 
chronic  obstructive  pulmonary  disease  and  its 
related  hypoxemia.  Indeed,  it  is  the  one  method 
of  treatment  that  tends  to  prolong  life  in  these 
individuals. 

In  regards  to  bronchodilator  therapy,  another 
selective  beta-2  agonist,  albuterol  has  been  in- 
troduced into  the  market  in  the  United  States. 
The  present  armamentarium  of  bronchodilators 
thus  consists  of  albuterol,  metaproterenol,  amino- 
phyllin,  terbutaline,  and  others. 

The  preoperative  assessment  of  patients  for 
pulmonary  resectional  surgery  is  achieving  a 
state  of  some  sophistication  using  pulmonary 
function  studies,  x-rays,  and  split  function  test- 
ing bringing  into  play  perfusion  lung  scans. 

Surgery  for  esophageal  carcinoma  has  been  ex- 
tensively reviewed.  Authors  have  reviewed  data 

J 

on  38,783  patients  with  squamous  cell  carcinoma 
of  the  esophagus  in  122  papers.  The  results  in- 
dicate that  of  100  patients  with  the  condition, 
58  will  be  explored  and  39  will  have  the  tumor 
resected.  Thirteen  will  die  in  the  hospital. 
Twenty-six  patients  will  leave  the  hospital  with 
the  tumor  excised.  Eighteen  will  survive  one 
year,  nine  will  survive  two  years,  and  four  will 
survive  for  five  years. 

Another  study  of  carcinoma  of  the  esophagus 
using  preoperative  chemotherapy  and  radio- 
therapy followed  by  surgical  resection  in  42 
patients  showed  that  37%  had  complete  eradi- 
cation of  their  tumors  with  no  evidence  of  car- 
cinoma in  the  resected  esophagus  or  lymph 
nodes.  Patients  who  had  residual  microscopic 
carcinoma  received  postoperative  radiation.  The 
survival  rates  for  6,  12,  and  24  month  intervals 
are  83%,  52%,  and  30%  respectively. 
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Continued  from  page  226 

consumption,  Dr.  Sword’s  Emergency  Room  is  dis- 
tinctive as  a poignant  commentary  on  the  social, 
political,  and  ethical  questions  concerning  mod- 
ern medical  practice.  The  book  deals  with  the 
development  of  emergency  medicine  as  a dis- 
tinct entity,  from  an  ill-respected  position  sought 
only  by  moonlighting  interns  and  residents,  along 
with  outcasts  of  the  medical  profession,  to  its 
current  position  as  a sophisticated,  accredited 
medical  subspecialty. 

The  book  consists  of  an  intriguing  variety  of 
patient  situations,  likely  to  be  encountered  in 
any  emergency  room,  combined  with  a candid 
discussion  of  sundry  questions  concerning  human 
relationships  which  incessantly  confront  the  phy- 
sician in  the  delivery  of  medical  care.  At  an 


undulating  pace  reflective  of  the  emergency 
room,  it  is  dramatic,  at  times  humorous,  yet  in- 
structive. Through  its  presentation  of  patients 
who  range  from  insalvageable  to  those  merely 
requiring  reassurance,  the  rewards  of  medical 
practice  are  evident,  and  yet  the  frustrations  and 
frequent  feelings  of  helplessness  are  not  ignored. 
The  book  is  a worthwhile  experience  for  medical 
personnel  and  consumers  of  medical  care  alike.  It 
is  appropriate  for  medical  students  intending  a 
career  in  emergency  medicine,  as  well  as  for 
those  students  who  have  not  yet  decided  on  a 
specialty. 

Gregory  Halenda 

Mr.  Halenda  is  a third-year  medical  student  at  Jefferson  Medi- 
cal College,  Philadelphia. 
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FRONTIERS  IN  MEDICAL  ETHICS:  APPLICATIONS 
IN  A MEDICAL  SETTING,  by  Virginia  Abernathy, 
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12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  — 
Public  Law  94-445  effective  1/1/77. 
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Visit  Victoria,  Vancover,  Juneau,  Columbia  and  Mala- 
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‘CARIBBEAN  CONFERENCE  - July  27-Aug.  6, 
1983.  Visit  St.  Thomas,  Antigua,  Barbados,  Martin- 
ique, and  St.  Croix. 
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*FL Y ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 


^ 9th  ANNUAL  ^ 

FAMILY  MEDICINE 
REVIEW  COURSE 


June  13-17,  1983 

Hyatt  Regency 
Baltimore  Inner  Harbor 
Baltimore,  Maryland 

Sponsored  by  the 
Department  of  Family  Medicine 
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School  of  Medicine 


This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 

A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn- 
ing programs. 


The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
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University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 
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Ph.D.,  Editor,  Ballinger  Publishing  Co.,  Cam- 
bridge, Massachusetts,  1980.  191  pp.  Price 

$19.50 

Dr.  Abernathy  is  an  anthropologist  who  is  an 
Associate  Professor  in  the  Department  of  Psy- 
chiatry at  Vanderbilt  University  Medical  School. 
The  contributors  to  the  separate  chapters  in  this 
collection  are  a professor  of  religious  studies,  a 
professor  of  the  philosophy  of  medicine,  a pro- 
fessor of  bioethics,  a professor  of  philosophy,  an 
attorney,  a professor  of  law,  a chaplain,  a pro- 
fessor of  socio-medical  sciences,  an  ethicist,  a 
professor  of  medicine,  a psychiatrist,  and  a pedia- 
trician. 

With  this  composition  of  contributors,  it  is  not 
surprising  that  the  book  is  top-heavy  on  the  phi- 
losophy of  ethics  and  relatively  light  on  practical 
considerations.  And  yet,  it  does  discuss  in  depth 
three  clinical  ethical  dilemmas  highlighting  the 
rights  of  patients  and  obligations  of  physicians, 
including  autonomy  of  the  competent  patient  and 
decision-making  by  others  for  the  incompetent 
patient. 


Although  not  great,  the  book  is  well  worth 
reading. 

David  Platt,  M.D. 

« «£ 

OPERATIVE  SURGERY,  by  Charles  Rob  and  Rod- 
ney Smith,  ed.,  Butterworth's,  Woburn,  Massa- 
chusetts, 1981.  Price  $365.00. 

This  text  is  a comprehensive  atlas  of  surgical 
procedures  for  virtually  every  head  and  neck 
disease.  It  includes  two  volumes  which  are  part 
of  the  encyclopedic  Operative  Surgery  by  Rob 
and  Smith  which  is  now  in  its  third  edition.  This 
internationally  acclaimed  series  sets  forth  the 
basic  principles  of  each  abnormality  and  ex- 
plicitly delineates  operative  treatment.  The  black 
and  white  illustrations  tend  to  be  overly  simpli- 
fied but  accompanying  explanations  are  precise 
and  lucid. 

Four  new  chapters  on  diagnostic  computerized 
tomography  have  been  added  including  photog- 
raphy of  actual  scans  with  arrows  indicating 
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DAVID  S.  HUNGERFORD,  M.D.,  Associate  Professor,  Department  of  Orthopaedic 
Surgery,  Johns  Hopkins  University;  Chief,  Division  of  Arthritis  Surgery,  Good 
Samaritan  Hospital.  Dr.  Hungerford's  expertise  lies  in  the  area  of  Avascular 
Necrosis  of  the  head  of  the  Femur  and  Total  Knee  Replacement. 
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pathology.  The  goal  of  head  and  neck  surgery 
is  achieving  functional  results  with  reasonable 
cosmesis;  thus  15  chapters  are  devoted  to  various 
skin  grafts  and  pedical  flaps  utilized  in  recon- 
struction. 

Any  surgeon  performing  head  and  neck  pro- 
cedures must  have  these  books  in  his/her  li- 
brary. 

Dennis  R.  Witmer,  M.D. 

Dr.  Witmer  is  a fourth-year  resident  in  the  Department  of 
Surgery  at  The  Wilmington  Medical  Center. 

% % % 

CLINICAL  DECISION  ANALYSIS,  by  Milton  C. 
Weinstein,  Ph.D.,  and  Harvey  V.  Fineberg,  Ph.D., 
W.  B.  Saunders  Company,  Philadelphia,  Penn- 
sylvania, 1980.  351  pp.  Illus.  Price  $25.00. 

MEDICAL  DECISION  MAKING,  An  International 
Journal  of  the  Medical  Decision  Making,  edited 
by  Lee  B.  Lusted,  Birkhauser  Boston,  Inc.,  Cam- 
bridge, Massachusetts,  1981.  Price  $78.00. 

Although  unusual  to  review  a new  book  and 
a new  journal  in  the  same  article,  it  is  appropri- 
ate in  the  case  of  Medical  Decision  Making  (the 
journal)  and  Clinical  Decision  Analysis  (the 
book).  Both  represent  intrepid  forays  into  the 
medical  public  domain  by  pioneers  in  the  evolv- 
ing discipline  of  medical  information  science. 
Further,  in  both  publications,  there  are  ready 
examples  of  cross-fertilization  of  both  material 


and  personnel.  Unfortunately,  both  are  of  lim- 
ited interest  to  the  uninitiated  clinician. 

With  the  computer  age,  there  has  been  an 
explosive  growth  of  information  processing  sys- 
tems in  all  disciplines,  medicine  included.  Re- 
search into  so-called  “medical  decision  support 
systems”  has  produced  techniques  which  are  be- 
ginning to  help  resolve  medical  decision-making 
dilemmas.  Among  the  strongest  of  the  tech- 
niques is  decision  analysis,  which  features  a de- 
cision tree  which  explicitly  states  the  probabili- 
ties and  values  of  potential  consequences  of  a 
particular  medical  decision.  Clinical  Decision 
Analysis  is  a textbook  of  decision  analysis. 

If  one  believes  the  introduction  of  Clinical  De- 
cision Analysis,  the  target  of  the  book  is  the 
practicing  physician.  However,  this  book  is  prob- 
ably aimed  at  Public  Health  students  or  under- 
graduate medical  students.  Like  all  textbooks 
that  I can  remember,  this  textbook  is  hard  work. 
It  is  very  well  written,  as  clinically  relevant  as 
decision  analysis  can  be  at  the  moment,  and 
filled  with  those  teaching  devices  that  all  good 
textbooks  have,  particularly  exercises  and  sum- 
maries at  the  end  of  each  chapter.  The  two 
chapters  entitled  “Utility  Analysis”  and  “Clinical 
Decisions  and  Limited  Resources”  are  particu- 
larly lucid  discussions  of  pretty  murky  subjects. 

The  journal,  Medical  Decision  Making,  is  the 
official  journal  of  the  Society  for  Medical  De- 
cision Making.  Its  audience  is  composed  of 
people  from  different  disciplines,  including  health 
policy  personnel,  administrators,  and  physicians. 
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Its  major  orientation  is  decision-analysis.  To  the 
clinician  most  interested  in  making  bedside  de- 
cisions, there  is  a fascinating  feature  of  this 
journal,  a section  called  Clinical  Decision  Mak- 
ing Rounds  at  the  New  England  Medical  Center 
Hospital.  Dr.  Stephen  Pauker  and  others  have 
had  an  active  consultative  service  at  the  New 
England  Medical  Center  which  uses  computer- 
aided  analysis  to  help  make  decisions  for  in- 
dividual patients. 

Currently,  most  of  the  rest  of  the  journal  is 
esoteric  to  the  practicing  physician,  but  this  will 
not  be  true  for  long.  As  the  number  and  sophis- 
tication of  techniques  develop  and  as  the  com- 
puter becomes  friendlier  and  cheaper  to  the  user, 
the  practicing  physician  will  become  convinced 
of  the  usefulness  of  decision  support  systems. 
Like  the  new,  effective  medication  or  procedure, 
bedside  computer-aided  decision  making  will  be- 
come widely  adopted.  The  uninitiated  in  this 
field,  as  in  other  fields  of  medical  advancement, 
will  become  initiated. 


This  book  and  this  journal  represent  seminal 
works.  I believe  the  book  will  become  the  core 
textbook  of  decision  analysis  teaching.  I hope 
that  the  journal  will  expand  its  scope  beyond 
decision-analysis  to  include  other  fields  of  medi- 
cal decision  systems  ( and  drop  its  price ) so  that 
its  audience  will  be  wider  and  its  survival  in  the 
near  future  more  likely. 

Herbert  J.  Keating,  III,  M.D. 

VS  % VS 

THE  PHYSICIAN  IN  LITERATURE,  edited  by  Nor- 
man Cousins,  The  Saunders  Press,  Philadelphia, 
1982.  477  pp.  Price  $16.95. 

When  Norman  Cousins  first  proclaimed  (in 
the  New  England  Journal  of  Medicine  a few 
years  ago)  that  laughter  is  as  good  as  steroids 
for  collagen  disease,  and  that  he,  along  with  most 
other  patients,  knows  at  least  as  much  how  he 
ought  to  be  treated  when  he  is  ill  as  any  luckless 
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physician  volunteering  for  the  responsibility  of 
co-care,  I reacted  with  instant  and  enduring  dis- 
pleasure. I do,  however,  admire  this  collection. 
The  Physician  in  Literature  includes  excerpts 
from  authors  as  varied  as  Shakespeare  ( of 
course!),  as  old  as  Francis  Bacon  (16th  century), 
and  as  new  as  James  Dickey  (the  poet-novelist- 
diabetic  who  wrote  Deliverance) . The  quota- 
tions used  on  the  jacket  immediately  invite 
browsing.  Here’s  one  from  Sir  Arthur  Conan 
Doyle. 

. . . His  nerves  were  dulled  by  his  night  of 
trouble,  and  he  waited  in  limp  wretched- 
ness upon  his  sofa.  There  he  still  sat  when 
the  doctors  came  down  to  him — a bedrag- 
gled, miserable  figure  . . . “Is  she  dead?” 
he  asked.  “Doing  well,”  answered  the 
doctor. 

Here’s  another  from  “Doctors  and  Students” 
by  Oliver  Wendell  Holmes: 

. . . Some  very  silly  people  thought  the 
old  Doctor  did  not  believe  in  medicine, 
because  he  gave  less  than  certain  poor 
half-taught  creatures  in  the  smaller  neigh- 
boring towns,  who  took  advantage  of  peo- 
ple’s sickness  to  disgust  and  disturb  them 
with  all  manner  of  ill-smelling  and  ill-be- 
having drugs.  In  truth,  he  hated  to  give 
anything  noxious  or  loathsome  . . . unless 
he  was  very  sure  it  would  do  good, — in 
which  case,  he  never  played  with  drugs, 
but  gave  good,  honest,  efficient  doses. 

All  of  the  sections  of  the  book  are  intriguingly 
titled.  Herewith  are  a few  examples:  Research 
and  Serendipity,  The  Role  of  the  Physician,  Gods 
and  Demons,  Quacks  and  Clowns. 

In  his  introduction,  Cousins  recalls  that  Oliver 
Wendell  Holmes,  “one  of  America’s  most  dis- 
tinguished philosophers  of  medicine,”  proposed 
these  perennial  questions.  “ ‘ How  does  your 
knowledge  stand  today?  What  must  you  expect 
to  forget?  What  remains  for  you  to  learn?’  ” 

The  Physician  in  Literature  would  make  a 
wonderful  present,  even  for  physicians  who  ad- 
mit they  seldom  have  time  to  read  anything  more 
than  their  professional  journals. 

Bernadine  Z.  Paulshock,  M.D. 


ADVANCES  IN  PROSTAGLANDIN,  THROMBOX- 
ANE, AND  LEUKOTRIENE  RESEARCH,  Volume  9, 
of  Leukotrienes  and  Other  Liposgenase  Products 
series,  edited  by  Bengt  Samuelsson  and  Rodolfo 
Paoletti,  Raven  Press,  New  York,  1982.  384  pp. 
Illus.  Price  $44.00. 

Our  understanding  of  the  biological  import- 
ance of  the  major  products  of  prostaglandin  syn- 
thesis is  rapidly  evolving.  The  most  recent  de- 
velopment is  the  discovery  of  the  lypoxygenase 
pathway  and  the  leukotrienes,  a separate  pros- 
taglandin pathway  from  the  more  classic  cyclo- 
oxygenase pathway.  The  importance  of  these 
prostaglandin  metabolites  in  the  generation  of 
the  inflammatory  response  as  well  as  in  various 
hypersensitivity  reactions  is  without  question. 
This  volume  details  the  state  of  the  art  in  our 
knowledge  of  cyclooxygenase  products,  lypoxy- 
genase products  and  leukotrienes,  their  interac- 
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tion  and  known  importance  in  the  generation  of 
inflammation  and  their  effects  on  various  types  of 
vascular,  bronchial,  and  gastrointestinal  smooth 
muscle.  While  of  no  great  usefulness  to  those 
in  clinical  practice  at  the  present  time,  informa- 
tion that  is  contained  in  this  volume  provides  a 
foundation  for  potential  therapies  that  physicians 
in  diverse  areas  of  internal  medicine  will  utilize 
in  future  decades. 

In  summary  then,  this  has  been  a brief  review 
of  five  volumes  that  deal  with  mostly  basic  and 
some  clinical  aspects  of  rheumatic  disease.  In 


general,  these  five  volumes  are  of  no  great  bene- 
fit to  the  average  physician  in  practice,  whose  ( 
first  source  of  reference  would  be  a major  text- 
book of  rheumatology.  However,  there  is  clearly 
a growing  body  of  literature  which  deals  with 
very  regional  aspects  of  the  diverse  subspecialty 
of  rheumatology  and  represents  the  rapid  growth 
that  has  occurred  in  this  field  in  the  past  15 
years.  Volumes  such  , as  this  form  the  basis  of 
the  next  generation  of  rheumatologic  texts,  and 
their  availability  should  be  realized. 

James  H.  Newman,  M.D. 
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DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
RLE?  The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


Patricia  H.  Purcell , M.D.,  a Wilmington  pediatrician  has  been  honored  by  the 
Chesapeake  Bay  Girl  Scout  Council  for  outstanding  achievement  in  five  areas 
of  the  Girl  Scout  program. 


John  M.  Levinson,  M.D.,  was  the  subject  of  an  extensive  article  entitled  “Two 
Decades  of  Commitment”  in  the  Winter  1983  Jefferson  Alumni  Bulletin. 


CLINICAL  NOTICES  AND  MEETINGS 


The  Southern  Medical  Association  is  sponsoring  a MEDICAL  MALPRACTICE  SEMINAR 
June  9-10,  1983,  at  the  Marriott  Hotel-West  Loop  in  Houston,  Texas.  The  registration  fee 
is  $220  for  members  and  $275  for  nonmembers.  Contact:  Ms.  Jeanne  Stone,  Southern  Medical 
Association,  2601  Highland  Avenue,  P.O.  Box  2446,  Birmingham,  Alabama  35201.  Telephone: 
(205)  323-4400. 


The  Southern  Medical  Association  will  present  a MEDICAL  STAFF  LEADERSHIP  SEMI- 
NAR June  16-17,  1983,  at  the  Westin  Crown  Center,  Kansas  City,  Missouri.  Registration 
fee  for  the  seminar  is  $220  for  members  and  $275  for  nonmembers.  Contact:  Ms.  Jeanne 
Stone,  Southern  Medical  Association,  2601  Highland  Avenue,  P.O.  Box  2446,  Birmingham, 
Alabama  35201.  Telephone:  (205)  323-4400. 


All  physicians  who  hold  a valid  pilot’s  license  are  invited  to  attend  the  29th  ANNUAL  MEET- 
ING OF  THE  FLYING  PHYSICIANS  ASSOCIATION  June  19-24,  1983,  at  Jackson  Lake 
Lodge  located  in  the  heart  of  Grand  Teton  National  Park.  Because  most  of  the  flying  phy- 
sicians will  pilot  their  own  aircraft,  it  is  expected  that  about  350  aircraft  will  arrive  at  Jack- 
son  Hole  Airport  and  be  tied  down  for  the  week.  The  meeting  will  include  speakers  and 
exhibitors.  Contact:  Mr.  Albert  Carriere,  Business  Counsel,  Flying  Physicians  Association, 
801  Green  Bay  Road,  Lake  Bluff,  Illinois  60044. 


The  Maryland  Academy  of  Family  Physicians’  1983  ANNUAL  MEETING  will  be  held  May 
11-15,  1983,  at  the  Carousel  Hotel  in  Ocean  City,  Maryland.  The  registration  fee  for  the 
the  scientific  sessions  is  $95  for  members  and  $145  for  nonmembers,  and  there  is  no  charge 
for  students  or  residents.  Contact:  Esther  Rae  Barr,  Executive  Director,  Maryland  Academy 
of  Family  Physicians,  1204  Maryland  Avenue,  Baltimore,  Maryland  21201. 
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Seminar  Planned  The  New  Castle  County  Medical  Society  will  present  two  all-day  seminars  for  physicians’ 
for  Medical  Office  office  personnel.  The  leaders  and  materials  for  the  programs  will  be  provided  by  the  AMA’s 
Personnel  Department  of  Practice  Management.  On  Wednesday1,  April  27,  1983,  two  workshops, 
YOU,  THE  TELEPHONE  MANAGER,  which  will  deal  with  how  to  handle  the  many  calls 
received  by  a physician’s  office,  and  THE  DOCTOR’S  TIME  AND  HOW  TO  SCHEDULE 
IT  will  be  presented.  The  workshop  to  be  presented  on  Thursday,  April  28,  1983,  is  TEAM 
BUILDING:  A BETTER  WAY  TO  SUPERVISE,  which  is  designed  for  physicians,  super- 
visors, and  managers.  Its  object  is  to  sharpen  the  supervisory  skills  which  the  medical  office 
manager  needs  to  best  manage  the  office  team.  These  workshops  will  be  held  at  the  Academy 
of  Medicine  Building,  1925  Lovering  Avenue,  Wilmington.  A registration  fee  will  be  charged 
and  a luncheon  will  be  served.  Contact:  New  Castle  County  Medical  Society,  1925  Lovering 
Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  658-3168. 
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DRGs-A  MORAL  AND  ETHICAL  DILEMMA 


Recent  legislation  passed  by  the  US  Congress 
:o  strengthen  the  Social  Security  Fund  also  in- 
cluded the  methodology  for  implementing  DRG 
reimbursement  to  hospitals.  It  also  requires  the 
Department  of  Health  and  Human  Services  to 
collect  data  on  physicians’  fees  for  these  same 
DRGs.  DRG  stands  for  Diagnosis  Related  Groups, 
of  which  there  are  467.  These  467  diagnostic 
categories  will  serve  as  the  basis  for  reimburse- 
ment to  hospitals  for  Medicare  recipients  be- 
ginning October  1,  1983,  and  in  all  probability 
in  the  future  for  physicians’  reimbursement. 

On  March  23rd  of  this  year,  the  Medical  So- 
ciety of  Delaware  hosted  a mini-leadership  con- 
ference in  Wilmington.  Leaders  of  organized 
medicine  from  New  Jersey,  Pennsylvania,  Vir- 
ginia, Maryland,  Washington,  D.C.,  and  Dela- 
ware met  to  discuss  issues  of  mutual  interest. 
One  of  the  most  interesting  and  disquieting  sub- 
jects discussed  was  the  impact  of  DRGs  on  hos- 
pitals and  physicians.  In  this  instance,  New 
Jersey  became  the  California  of  the  nation  and 
has  been  the  testing  ground  for  DRGs  for  the 
past  two  years. 

The  representatives  from  New  Jersey  indicated 
that  in  their  opinion  this  system  of  reimburse- 
ment is  not  fully  tested  and  that  the  bottom  line 
of  how  it  will  affect  hospitals  is  unknown.  They 
felt  that  this  attempt  by  Congress  to  bail  out 
the  Medicare  system  may  eventually  bankrupt 
many  institutions  providing  essential  care  to 
many  communities.  Also,  the  60%  of  hospital- 
ized patients  who  are  not  recipients  of  Medicare 
or  Medicaid  will  undoubtedly  be  affected  as  a 
result  of  cost  shifting. 


However,  aside  from  the  financial  impact  of 
DRGs  on  hospitals  and  patients,  there  are  the 
more  serious  social,  moral,  and  ethical  consider- 
ations that  physicians  will  encounter.  At  first 
by  subtle  pressure  and  later  by  pressures  not 
so  subtle,  physicians  will  be  required  to  make 
decisions  regarding  patient  care  based  purely 
on  financial  considerations.  Decisions  will  no 
longer  be  on  whether  continued  hospitalization, 
further  treatment,  or  additional  testing  is  indi- 
cated on  clinical  grounds  but  rather  on  whether 
an  extra  day,  added  treatment,  or  added  testing 
will  cause  hospitalization  in  a particular  case  to 
fall  outside  the  allowable  DRG  reimbursement. 
Physicians  will  no  longer  be  judged  primarily  on 
quality  of  care,  but  rather  their  performance 
will  be  evaluated  primarily  on  whether  they 
practice  cost-effective  medicine  within  DRG 
constraints. 

The  ethical  and  moral  considerations  that  a 
physician  constantly  considers  and  debates  with- 
in his  conscience  whenever  he  treats  a patient 
will  be  tempered  by  the  threat  of  sanctions 
should  these  considerations  cause  him  to  exceed 
DRG  budgetary  allowances.  Physicians  will  be 
forced  to  ration  care  on  the  basis  of  cost  rather 
than  need.  Who  else  is  better  qualified  than 
the  physician  to  assess  the  medical  needs  of  a 
patient?  Or  has  Congress  by  its  recent  action 
handed  this  over  to  the  bureaucrats? 

\J  Ignatius  J.  Tikellis,  M.D. 
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ASYMPTOMATIC  HEMATURIA  AND  PROTEINURIA 
IN  CHILDREN 


Michael  E.  Norman,  M.D. 


Hematuria 

Case  History:  A well  5-year-old  boy  was  found 
to  have  moderate  blood  on  urinalysis  during  a 
routine  and  normal  camp  physical  examination. 
Follow-up  urinalysis  one  week  later  was  un- 
changed. Past  medical  and  family  histories  were 
normal.  Urinalysis  revealed  “small  to  moderate 
blood”  and  12  to  15  RBC/hpf,  but  was  other- 
wise negative. 

Questions: 

What  is  the  probable  diagnosis? 

When  and  how  should  this  patient  be 
worked  up? 

How  should  this  patient  be  followed? 

Comment  and  Discussion 

Any  discussion  of  the  diagnosis  and  manage- 
ment of  microhematuria  should  begin  with  a 
consideration  of  definitions.  Unfortunately,  more 
than  one  definition  of  significant  microhematuria 
can  be  found  in  the  literature.  Examples  include: 
more  than  10  RBC/hpf  in  a “spot  urine”  spun 
sediment,  an  excretion  rate  of  more  than  50,000 
RBC/hpf,  and  an  excretion  rate  of  more  than 
500,000  RBC  in  a 12-hour  urine  collection. 

The  widely  used  urine  reagent  strip  (Ames 

Dr.  Norman  is  the  Director  of  the  Department  of  Pediatrics  at 
The  Wilmington  Medical  Center. 

This  paper  is  adapted  from  his  presentation  to  the  Department 
of  Pediatrics  at  The  Wilmington  Medical  Center  in  May  1982. 


Division,  Miles  Laboratories,  Inc.,  Elkhart,  In- 
diana) records  the  presence  of  blood  in  the 
urine  as  nonhemolyzed  or  hemolyzed  “trace” 
or  “small-moderate-large”  without  distinguish- 
ing hemolyzed  from  nonhemolyzed.  It  is  my 
experience  that  this  reagent  strip  is  extremely 
sensitive;  a reading  of  trace  nonhemolyzed  blood 
may  be  associated  with  less  than  5 to  10  RBC/ 
hpf  on  a freshly  voided  specimen. 

That  asymptomatic  microhematuria  in  children 
is  common  is  now  unquestioned.  Several  large, 
cross-sectional  screening  studies  of  school  age 
children  have  estimated  an  incidence  of  between 
0.1%  and  0.5%. 

The  physician  should  not  consider  asympto- 
matic microhematuria  as  a discrete  diagnostic 
entity,  which  warrants  a differential  diagnosis 
and  some  investigation,  until  it  has  been  present 
on  a minimum  of  two  and  preferably  three  uri- 
nalyses collected  several  days  to  a week  apart. 
Delaying  investigations  for  this  brief  period  of 
time  should  be  accompanied  by  reassurance  to 
the  parents  that  no  harm  will  be  done  by  waiting, 
provided  that  the  family  and  past  medical  his- 
tories and  physical  examination  are  negative. 

Turning  now  to  the  differential  diagnosis  of 
microhematuria,  the  major  etiologies  are  noted 
in  Table  1.  Note  that  in  most  of  these  disorders 
microhematuria  may  be  the  first  clue  to  illness, 
in  that  the  child  is  otherwise  asymptomatic  and 
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experiences  only  minimal  and  nonspecific  com- 
plaints. 

TABLE  1 

DIFFERENTIAL  DIAGNOSIS  OF  MICROHEMATURIA 

Urinary  Tract  Infection 

Benign  Recurrent  or  Persistent  Hematuria 

Trauma 

Sickle  Cell  Trait  or  Disease 
Acute  Glomerulonephritis 
Chronic  Glomerulonephritis 
Wilm's  Tumor 
Nephrolithiasis 
Bleeding  Disorder 

In  my  experience  following  over  100  children 
with  asymptomatic  microhematuria  evaluated 
during  the  past  10  years,  the  most  common  diag- 
nosis has  been  benign  recurrent  or  persistent 
hematuria.  Therefore,  it  seems  appropriate  to 
review  the  salient  features  of  this  clinical  syn- 
drome. First,  the  frequency  approximates  the 
overall  frequency  of  asymptomatic  microhema- 
turia found  in  screening  studies  of  large  num- 
bers of  school  age  children  (ie,  0.1%  to  0.5%  ). 
It  is  usually  discovered  by  accident  during  a 
routine  preschool  or  precamp  physical  examina- 
tion. There  is  a negative  past  medical  history 
and  family  history  for  relevant  abnormalities, 
and  the  physical  examination  is  normal.  The 
microhematuria  may  be  persistent  or  recurrent 
on  serial  urinalyses;  there  are  almost  never  any 
episodes  of  gross  hematuria.  If  one  were  to 
embark  on  a diagnostic  work-up,  all  laboratory 
tests  would  be  normal  or  negative. 

In  the  early  descriptions  of  this  disorder,  per- 
cutaneous renal  biopsies  were  frequently  per- 
formed, but  the  findings  revealed  either  normal 
renal  tissue  or  minimal  and  focal  proliferation 
of  glomerular  elements  (eg,  mesangial  nuclei 
and/or  matrix).  After  20  years  of  documented 
follow-up  in  several  published  reports,  the  prog- 
nosis for  preservation  of  health  and,  in  particular, 
renal  function,  has  been  excellent. 

The  major  differential  diagnosis  of  benign 
persistent  hematuria  is  IgA  nephropathy  of  Ber- 
ger’s disease,  which  is  an  ill-defined  but  chronic 
form  of  glomerulonephritis  first  reported  in 


France,  diagnosed  by  finding  IgA  and  IgM  im- 
munoglobulins deposited  in  the  glomeruli.  Most 
patients  with  Berger’s  disease  experience  mini- 
mal or,  at  most,  very  slowly  progressive  deterior- 
ation in  their  renal  function  over  many  years, 
although  a small  percentage  progress  to  chronic 
renal  failure. 

When  should  the  child  with  persistent  hema- 
turia undergo  diagnostic  investigations?  I be- 
lieve there  are  three  major  indications:  episodes 
of  gross  as  well  as  microscopic  hematuria;  the 
presence  of  proteinuria  and/or  cellular  (eg, 
RBC)  casts  in  the  urine;  and  parental  anxiety 
about  the  cause  and  prognosis  of  the  hematuria. 
The  latter  can  stem  from  many  situations,  such 
as  the  death  of  a relative  from  “kidney  disease,” 
heightened  concerns  about  cancer,  or  a search 
for  an  explanation  of  nonspecific  and  unrelated 
symptomatic  complaints  of  the  child. 

In  reviewing  the  differential  diagnosis  of  micro- 
hematuria outlined  in  Table  1,  one  office  ap- 
proach to  the  initial  investigation  of  children  is 
presented  in  Table  2.  The  urinalysis  should  be 
performed  on  a fresh  specimen  voided  in  the 
office,  not  on  the  urine  passed  at  home  on  aris- 

TABLE  2 

INITIAL  WORK-UP  OF  HEMATURIA 

First  morning  urine  for  pH,  specific  gravity  and 

examination  of  the  spun  sediment 
Urine  culture 
Serum  creatinine 
Serum  C3  complement 
IVP,  renal  ultrasound  or  both 

ing  from  sleep.  It  is  preferable  that  the  child 
have  limited  or  no  fluids  for  breakfast  in  order 
to  evaluate  tubular  concentrating  and  acidifying 
functions,  and  to  preserve  the  formed  elements 
that  are  excreted.  The  urinalysis  itself  also  pro- 
vides the  major  evidence  for  or  against  glomeru- 
lonephritis (eg,  proteinuria,  cellular  casts);  crea- 
tinine measurement  also  serves  as  an  effective 
screening  test  for  renal  function.  Measurement 
of  C3  complement  is  not  mandatory  but  may 
occasionally  be  low,  suggesting  subclinical  neph- 
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ritis  (eg,  post-streptococcal,  membranoprolifera- 
tive,  or  lupus).  The  IVP  is  an  excellent  screen- 
ing test  for  intrarenal  tumors,  renal  scarring 
secondary  to  infection,  or  malformations  such  as 
ureteropelvic  junction  obstruction,  which  may 
rarely  present  with  just  asymptomatic  micro- 
hematuria. 

In  many  hospitals,  renal  ultrasound  has  re- 
placed the  IVP  as  the  screening  test  of  choice 
for  the  aforementioned  diagnoses,  but,  in  my 
opinion,  the  IVP  is  still  preferred  in  the  other- 
wise well  patient.  It  is  important  that  the  pa- 
tient’s bowel  is  well  prepared  for  the  x-ray,  that 
an  adequate  dose  of  contrast  is  administered  (3 
to  4 ml/kg  in  the  young  infant  and  child  up  to 
2 to  3 years  of  age;  2 to  3 ml/kg  in  the  older 


child)  and  that  the  films  are  carried  out  long 
enough  to  assess  the  renal  architecture,  to  deter- 
mine if  there  is  any  delay  in  excretory  function, 
and  to  evaluate  the  lower  urinary  tract.  A voiding 
crystogram  may  sometimes  be  obtained  in  co- 
operative children,  on  the  same  examination. 
The  office  diagnosis  and  work-up  of  asympto- 
matic microhematuria  are  summarized  in  Table 
3. 

If  no  diagnosis  is  made  after  investigation,  or 
if  the  physician  concludes  on  clinical  grounds 
alone  that  the  child  has  benign  persistent  or 
recurrent  hematuria,  several  important  points 
concerning  follow-up  must  be  stressed.  First, 
the  parents  must  be  reassured  that  the  child 
does  not  have  a serious  or  underlying  progres- 


TABLE  3 

DIFFERENTIAL  DIAGNOSIS  OF  ASYMPTOMATIC  MICROHEMATURIA 


DIAGNOSIS 

SALIENT 

Clinical 

FEATURES 

Laboratory 

FREQUENCY 

1.  U.T.I. 

Fever,  abd.  pain 
Urgency,  frequency 

Pyuria 

-)-  gram  stain 
-)-  urine  culture 

Common 

2.  Benign  Recurrent  or 

Discovered  by  accident 

Hematuria  only 

Common 

Persistent  Hematuria 
(BH) 

3.  Trauma  ("bike"  injury, 
foreign  body) 

Positive  history 
Abnormal  genital  and/ 
or  perineal  exam 

Common 

4.  Sickle  Cell  Trait/ 

-j-  Family  history 

Abn.  Hb  electrophoresis 

Uncommon 

Disease 

5.  Acute  Nephritis 

Hypertension,  edema. 
Strep,  infection 

Proteinuria 
Cellular  casts 
High  BUN,  creatinine 
Strep,  antibodies, 
low  C3 

Uncommon 

6.  Chronic  Nephritis 

-j-  Family  history 
Poor  growth 
Hypertension 
Edema 

Proteinuria 

High  BUN,  creatinine 

Uncommon 

7.  Wilm's  Tumor 

< 5 years 
Abd.  mass 
Hypertension 

Abn.  IVP  or  renal 
ultrasound 

Uncommon 

8.  Kidney  Stone 

Abd.  or  flank  pain 
Gross  hematuria 

+ Urine  culture 
Crystalluria 

Rare 

9.  Bleeding  Disorder 

-j-  Past  medical  or 
family  history 

Abn.  coagulogram 

Very  Rare 
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sive  disorder.  Nonetheless,  there  should  be  an 
expression  of  continued  interest  and  concern. 
Follow-up  visits  should  be  scheduled  for  every 
6 to  12  months,  and  the  parents  should  be  in- 
structed to  return  at  any  time  if  the  child’s  urine 
becomes  dark  or  grossly  bloody.  Often,  a pa- 
tient who  is  initially  diagnosed  as  having  benign 
recurrent  or  persistent  microhematuria  goes  on 
to  develop  coexistent  proteinuria  and  may  reveal 
glomerulonephritis  on  renal  biopsy. 

Three  conclusions  may  be  drawn  from  this 
discussion:  (1)  Routine  screening  for  micro- 
hematuria as  a means  to  detect  progressive  renal 
disease  has  proven  unsatisfactory.  (2)  Labora- 
tory and  radiologic  investigations  need  to  be  re- 
strained. (3)  Urine  reagent  strips  may  be  overly 
sensitive  in  some  clinical  situations  and  must  be 
backed  up  by  a careful  examination  of  a freshly 
voided  urine  sediment. 

Proteinuria 

Case  History:  A 12-year-old,  previously  well 
white  female  had  2+  proteinuria  discovered  on 
a routine  urinalysis  performed  during  a school 
physical  examination.  Proteinuria  had  been 
noted  once  before  at  age  8 years;  no  work-up 
was  performed.  The  past  medical  and  family 
histories  were  negative.  Phvsical  examination 
was  normal.  Two  subsequent  urinalyses  per- 
formed one  week  apart  revealed  persistent  1 to 
2-(-  proteinuria. 

Questions: 

What  is  the  probable  diagnosis? 

When  and  how  should  this  patient  be 
worked  up? 

How  should  this  patient  be  followed? 

Comment  and  Discussion: 

As  with  the  discussion  of  microhematuria,  the 
discussion  of  proteinuria  must  begin  with  defi- 
nitions. Proteinuria  may  be  qualitatively  and 
quantitatively  determined.  The  color  changes 


on  the  Ames  reagent  strip  are  roughly  correlated 
to  varying  protein  concentrations  (Table  4),  but 
these  are  only  approximations.  A urine  reagent 
strip  of  1+  (30  mg/dl)  or  greater  is  generally 
taken  to  be  significant. 

Quantitation  or  urine  protein  in  a 24-hour 
collection  enables  classification  into  three  levels 
of  proteinuria:  (1)  normal,  which  is  less  than 
100  to  150  mg  in  children  under  10  years  of  age, 
and  less  than  150  to  200  mg  in  children  over  10 
years  of  age;  (2)  significant  proteinuria,  which 
is  between  200  to  300  mg  and  40  mg/m2/h  in  a 
12  or  24-hour  collection;  and  (3)  heavy  or  neph- 
rotic range  proteinuria,  which  is  greater  than 
40  mg/mVh  in  a 12  or  24-hour  collection. 

As  with  microhematuria,  proteinuria  is  com- 
monly  detected  in  childhood.  The  prevalence 
rate  ranges  from  5%  to  6%  using  a criteria  of 
1+  (30  mg/dl)  or  greater  on  the  reagent  strip 
examination.  The  incidence  in  children  6 to  12 
years  of  age,  however,  varies  according  to  the 
reagent  strip  criteria.  If  one  considers  > 10  mg/ 
dl  of  proteinuria  as  significant,  the  overall  inci- 
dence is  20%,  but  if  one  considers  ^ 50  mg/dl 
then  the  incidence  falls  to  between  1%  and  5% 
The  ratio  of  affected  girls  to  boys  in  this  age 
range  is  3 to  1.  The  overall  incidence  of  pro- 
teinuria increases  through  childhood,  peaking 
during  adolescence,  and  the  ratio  of  girls  to  boys 
equalizes  beyond  16  years  of  age.  Boys  are  more 
frequently  affected. 

Other  factors  should  influence  the  physician’s 
interpretation  of  proteinuria.  First,  one  must 
remember  that  the  level  of  proteinuria  recorded 
on  the  reagent  strip  is  greatly  influenced  by 
urinary  concentrations;  therefore,  a 1-f  reading 
from  a urine  with  a specific  gravity  of  1.010  is 
likely  to  be  more  significant  than  a 1+  reading 
taken  from  a urine  with  a specific  gravity  of 
1.030.  Second,  the  higher  the  initial  reagent 
strip  reading  for  proteinuria,  the  more  likely  it 
will  persist.  Put  another  way,  children  who 


TABLE  4 

REAGENT  STRIP  PROTEINURIA 

Color:  Neg  Trace  1+  2+  3+  4-f- 

Amount:  <10  10-30  >30  >100  > 300  >2,000 
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present  with  3+  or  4-f-  proteinuria,  even  if  they 
are  asymptomatic,  tend  to  have  some  underly- 
ing renal  disease  to  explain  the  finding.  Finally, 
routine  screening  studies  for  asymptomatic  pro- 
teinuria have  failed  to  detect  significant  num- 
bers of  children  with  chronic  renal  disease. 

IThe  differential  diagnosis  of  asymptomatic 
proteinuria  likely  to  be  encountered  in  an  office 
setting  is  outlined  in  Table  5.  Note  that  blood 
in  the  urine  is  a frequently  overlooked  but  com- 
mon cause  of  proteinuria,  the  source  of  protein 
being  plasma  proteins  and  hemoglobin  from 
lysed  RBC.  Generally,  no  more  than  2+  pro- 
tein can  be  read  accurately  in  the  presence  of 
gross  hematuria;  microhematuria  rarely  raises 
the  protein  concentration  above  trace  to  1-j-. 
The  mechanism  of  proteinuria  in  dehydrated 
and/or  febrile  children  is  unknown,  but  the 
proteinuria  is  virtually  always  transient,  and 
clears  with  rehydration  and  antipyretics.  In- 
fections outside  the  kidneys  and  urinary  tract 
are  also  frequently  associated  with  transient 

I mild  proteinuria;  it  should  first  be  documented 
on  at  least  two  to  three  consecutive  urines  taken 
several  days  to  a week  apart. 

TABLE  5 

DIFFERENTIAL  DIAGNOSIS  OF  ASYMPTOMATIC 
PROTEINURIA 

Hematuria 
Dehydration 
Infection 
Orthostatic 
Idiopathic  Nephrosis 
Acute  Nephritis 
Chronic  Nephritis 
Pyelonephritis 

The  most  common  cause  of  asymptomatic  pro- 
teinuria is  orthostatic  proteinuria.  In  approxi- 
mately 60%  of  children  with  asymptomatic 
proteinuria  that  persists  on  several  urinalyses 
it  is  found  to  be  orthostatic.  Orthostatic  al- 
bumin may  be  transient,  intermittent,  or  fixed. 
Typically,  the  history  and  physical  examina- 
tions are  normal,  and  the  urinalysis  is  other- 
wise negative.  The  condition,  which  peaks 


in  adolescence,  is  usually  associated  with  an  ex- 
cellent long-term  prognosis.  When  renal  biop- 
sies are  performed,  minimal  or  no  histologic 
changes  are  noted.  Orthostatic  proteinuria  de- 
veloping after  a bout  of  acute  glomeruloneph- 
ritis does  not  indicate  continuing  activity  of  the 
primary  disease.  It  should  be  noted,  however, 
that  children  with  the  fixed  type  of  orthostatic 
proteinuria  may,  years  later,  go  on  to  develop 
a more  serious  and  chronic  form  of  renal  disease. 
As  a screening  test,  the  physician  should  advise 
the  parents  to  bring  in  the  first  voided  urine 
of  the  day,  which  must  be  collected  immediately 
upon  arising.  The  qualitative  protein  concen- 
tration in  this  urine  is  then  compared  to  urine 
voided  at  the  time  of  the  exam,  preferably  sev- 
eral hours  after  the  onset  of  the  usual  daytime 
activities.  If  both  urines  reveal  l-(-  protein  or 
greater,  or  if  the  first  voided  urine  is  negative 
or  trace  while  the  later  urine  has  l-(-  or  greater 
protein,  further  quantitative  evaluation  is  in  or- 
der. I recommend  the  following  rules  be  fol- 
lowed in  the  future  evaluation: 

1 ) The  child  should  drink  a minimum  of  1500 
ml/m2  during  the  24-hour  period  of  col- 
lection, including  a glass  of  water  before 
bedtime. 

2)  Collections  of  urine  each  should  be  ap- 
proximately 12  hours  in  length,  using  two 
separate  clean  and  clearly  marked  bottles 
indicating  the  “start”  and  “finish”  times 
(eg,  8 AM-8  PM;  8 AM)  and  the  dates. 
The  bottles  need  not  be  sterilized. 

3)  The  “start”  time  begins  when  the  child 
empties  his/her  bladder  on  the  morning 
of  Day  1 and  begins  drinking,  not  when 
he/she  first  voids  later  that  day. 

4)  The  “finish”  time  ends  when  the  child 
voids  just  before  retiring  that  night. 

5)  The  urine  voided  overnight  (if  the  child 
awakens)  and  the  first  thing  next  morning 
(Day  2)  is  to  be  collected  as  quickly  as 
possible  after  the  child  gets  out  of  bed. 

A negative  12-hour  urine  collection  is  one  that 
contains  less  than  100  to  150  mg  of  protein; 
older  children  normally  excrete  more  protein 
than  younger  children. 
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TABLE  6 

WHEN  TO  WORK  UP  ASYMPTOMATIC 
PROTEINURIA 

Positive  family  history  of  proteinuria/kidney 
disease 

Unexplained  hypertension/edema/rash,  etc. 
Co-existent  hematuria  and/or  cellular  casts 
Persistent  heavy  (3  or  4-f-)  qualitative  proteinuria 
Parental  anxiety 


When  should  children  with  asymptomatic  pro- 
teinuria be  worked  up?  Five  major  indications 
are  listed  in  Table  6.  The  office  work-up  of 
asymptomatic  proteinuria  is  outlined  in  Table  7. 


TABLE  7 

HOW  TO  WORK  UP  ASYMPTOMATIC 
PROTEINURIA 

Quantitate  24-hour  protein  excretion  in  2 to  12 
hour  collections 
Serum  proteins,  lipids 
BUN,  creatinine 
Strep,  titers 
C3  complement,  ANA 
Urine  culture 

IVP  and/or  renal  ultrasound 
Renal  biopsy  (renal  consultation) 

Occasionally,  a youngster  with  nephrotic  levels 
of  proteinuria  and  hypoalbuminemia  but  no  dis- 
cernible edema  will  be  identified  in  this  fashion. 


TABLE  8 

DIFFERENTIAL  DIAGNOSIS  OF  ASYMPTOMATIC  PROTEINURIA 


DIAGNOSIS 

SALIENT  FEATURES 

FREQUENCY 

1.  Hematuria 

Clinical 
See  hematuria 

Laboratory 
Reagent  strip  rarely 

Common 

2.  Dehydration 

Signs  of  dehydration 

1 + unless  there  is 
gross  blood 
Concentrated  urine 

Common 

3.  Infection 

Clears  with  rehydration 
Signs  of  infection 

Hyaline/granular  casts 
Hyaline/granular  casts 

Common 

4.  Orthrostatic 

Clears  with  therapy 

Proteinuria  with 

Common 

5.  Idiopathic  Nephrosis 

Edema 

ambulation 
Heavy  proteinuria 

Uncommon 

6.  Acute  Nephritis 

Hypertension 

Hypoalbuminemia 
Hypercholesterolemia 
Hyaline/granular  casts 
Hematuria,  cellular 

Uncommon 

7.  Chronic  Nephritis 

Edema,  strep,  infection 
Poor  growth 

casts 

High  BUN,  creatinine 
Strep,  antibodies,  low 

c3 

Hematuria  (±) 

Uncommon 

8.  Pyelonephritis 

Hypertension,  edema 
Fever,  chills 

High  BUN,  creatinine 
Hematuria  (±) 

Rare 

Abdominal  or  flank 
pain 

Pyuria 

-f-  gram  stain 
-j-  urine  culture 
WBC  casts 
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Impaired  renal  glomerular  function,  indicated 
by  elevated  BUN  and  creatinine  levels,  is  usually 
an  indication  for  a nephrologic  consultation  for 
consideration  of  renal  biopsy.  The  streptococcal 
titers  and  C3  complement  screen  for  post- 
infectious  glomerulonephritis;  a positive  ANA 
titer  should  cause  the  physician  to  consider  sys- 
temic lupus  erythematosus.  If  a primary  struc- 
tural abnormality  of  the  kidneys  is  suspected, 
x-ray  studies  are  indicated.  An  overview  of  the 
differential  diagnoses,  clinical  signs  and  symp- 
toms, and  relevant  laboratory  tests  for  asympto- 
matic proteinuria  are  outlined  in  Table  8. 

The  follow-up  of  asymptomatic  proteinuria 
involves  three  essential  elements:  reassurance  to 
the  parents  if  orthostatic  proteinuria  is  found 
and  other  more  serious  diagnoses  are  ruled  out; 
continued  follow-up  with  visits  scheduled  every 
6 to  12  months  if  the  child  remains  well;  and 
quantitation  of  the  proteinuria  and  further  work- 
up if  the  qualitative  proteinuria  increases  up  to 
3+  or  more  or  the  findings  change  on  urinalysis 
(eg,  the  appearance  of  micro-  or  gross  hema- 
turia, cellular  casts,  etc.). 
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HETEROTOPIC  PREGNANCY:  A CASE  REPORT 


Peter  Yaswinski,  M.D. 
Jeffry  I.  Komins,  M.D. 
Leonard  Rosenbaum,  M.D. 


Heterotopic  pregnancy  ( simultaneous  intra- 
uterine and  extrauterine  pregnancy)  is  a rare 
and  interesting  event  with  a theoretical  incidence 
previously  thought  to  be  one  in  30,000  pregnan- 
cies.1 Recent  reports  suggest  that  ectopic  preg- 
nancies are  increasing  to  0.8%  or  more  of  all 
pregnancies.2  Factors  responsible  for  ectopic 
pregnancies  may  include  pelvic  adhesive  disease, 
the  use  of  IUDs,  the  effects  of  diethylstilbestrol 
on  the  female  reproductive  organs,  and  the  phe- 
nomenon of  antibiotics  preventing  serious  but  not 
subtle  fallopian  tube  injury.  Thus,  the  occurrence 
of  heterotopic  pregnancies  may  also  be  increas- 
ing. Richards,  et  al,  recently  recalculated  the 
theoretical  incidence  to  be  0.0064%,  or  approxi- 
mately one  in  15,000  pregnancies.3 

The  preoperative  diagnosis  rate  of  heterotopic 
pregnancies  has  previously  been  reported  to  be 
as  low  as  10%  .4  Detection  may  now  be  improv- 
ing because  of  the  widespread  use  of  human 
chorionic  gonadotropin  assays  and  pelvic  ultra- 
sonography, however,  these  tests  are  not  fool- 
proof. Sonologic  tests  for  pregnancy  such  as 
Biocept-G  may  remain  positive  up  to  two  weeks 
after  a first  trimester  pregnancy  termination; 
the  assay  for  the  beta  subunit  of  HCG  may  be 

Dr.  Yaswinski  is  a third-year  resident  in  the  Department  of 
Obstetrics  and  Gynecology  at  The  Wilmington  Medical  Center. 

Dr.  Komins  is  an  associate  member  of  the  Department  of  Ob- 
stetrics and  Gynecology  at  The  Wilmington  Medical  Center  and 
Assistant  Professor  of  Obstetrics  and  Gynecology  at  the  Jefferson 
Medical  College. 

Dr.  Rosenbaum  is  a Senior  member  of  the  Department  of  Radi- 
ology at  The  Wilmington  Medical  Center. 


positive  up  to  four  weeks.  Also,  ultrasound  find- 
ings are  often  nonspecific  in  early  intrauterine 
as  well  as  in  adnexal  pregnancies.  This  report 
is  published  to  illustrate  typical  problems  in- 
volved in  the  diagnosis  and  management  of 
heterotopic  pregnancy. 

Case  Report 

In  1978,  a 33-year-old  white  woman  presented 
to  her  gynecologist  with  the  complaint  of  second- 
ary infertility.  She  had  regular  menses,  had  used 
an  IUD  and  taken  oral  contraceptives  in  the  past, 
and  recently  had  had  unprotected  intercourse  for 
12  months.  Previously,  she  had  had  one  full- 
term  vaginal  delivery,  one  therapeutic  abortion, 
and  one  spontaneous  abortion;  these  pregnancies 
were  all  fathered  by  her  husband.  She  had  had 
one  bout  of  cholecystitis  and  no  history  of  pelvic 
inflammatory  disease.  Her  infertility  work-up  in- 
cluded: normal  semen  analysis,  normal  postcoital 
test,  an  in-phase  endometrial  biopsy  demonstrat- 
ing ovulation,  and  a plasma  progesterone  level 
confirming  ovulation.  Hysterosalpingogram  and 
laparoscopy  revealed  nonpatent  tubes  with  peri- 
tubal adhesions. 

Following  this  evaluation,  the  patient  under- 
went laparotomy  for  lysis  of  adhesions  and  bi- 
lateral tuboplasty  under  magnification.  Post- 
operatively,  there  was  free  flow  of  indigo  carmine 
dye  through  both  tubes. 
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FIGURE  1-A 

A transverse  ultrasound  image 
from  the  initial  study  shows  a 
slightly  enlarged  uterus  posterior 
to  the  bladder  (B)  containing  an 
echogenic  ring  (arrow)  inter- 
preted as  a five-  to  six-week 
size  gestational  sac.  A similar 
appearance  can  be  caused  by 
blood  within  a decidual  cast. 


Eleven  months  later  the  patient  presented  with 
vaginal  spotting,  abdominal  and  shoulder  pain, 
and  syncope.  On  pelvic  exam,  both  adnexa  were 
tender  but  no  masses  were  palpable.  Culdo- 
centesis  produced  8 cc  of  nonclotting  blood. 
Laparotomy  revealed  a ruptured  right  tubal  ec- 
topic pregnancy;  salpingectomy  with  cornual  re- 
section was  performed.  The  right  ovary  and  the 
left  tube  and  ovary  appeared  normal.  The  path- 
ologic examination  revealed  placental  tissue  and 
chorionic  villi  in  the  right  fallopian  tube. 

Three  years  later  the  patient  presented  with 
slight  vaginal  spotting  after  five  to  six  weeks  of 


FIGURE  1-B 

A transverse  scan  at  the  same 
level  as  figure  1-A  shows  an 
empty  uterus.  There  is  now 
noted  a round  5.5  cm  mass  in 
the  left  adnexa  (arrow)  which 
is  mostly  echogenic  but  has  an 
echo-free  medial  rim.  This  find- 
ing is  nonspecific  but  compati- 
ble with  ectopic  pregnancy. 

B 


amenorrhea.  Her  pelvic  exam  was  unremarkable. 
A pregnancy  test  with  biocept-G  was  positive. 
Pelvic  ultrasound  was  interpreted  as  showing  a 
fluid-filled  structure  with  an  echogenic  ring  com- 
patible with  a five-  to  six-week  intrauterine  preg- 
nancy and  no  adnexal  masses.  (Figure  1-A) 

Nine  days  later  the  patient  returned  with  ab- 
dominal pain  and  heavy  bleeding.  Repeat  pelvic 
exam  revealed  a large  left  adnexal  mass,  and  cul- 
docentesis  was  positive  for  free-flowing,  nonclot- 
ting  blood.  A repeat  ultrasonogram  showed  no 
intrauterine  pregnancy,  a slightly  enlarged  uterus 
and  a complex  left  adnexal  mass.  (Figure  1-B) 
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At  this  time  the  initial  ultrasound  was  reeval- 
uated and  considered  to  show  only  a decidual 
cast  with  blood  in  the  uterus.  At  laparotomy, 
the  patient  had  a ruptured  left  eotopic  preg- 
nancy; a left  salpingectomy  and  cornual  resec- 
tion was  performed.  Pathology  exam  demon- 
strated the  left  tube  to  contain  chorionic  villi 
and  trophoblast. 

Two  weeks  later  the  patient  was  readmitted 
with  heavy  vaginal  bleeding  and  dizziness.  Pel- 
vic exam  revealed  clots  and  tissue  in  the  cervix 
and  a slightly  enlarged  uterus.  Curettings 
demonstrated  immature  placental  tissue  with 
villi,  ie,  evidence  of  an  intrauterine  pregnancy. 

Comment 

Early  reports  on  heterotopic  pregnancies  stres- 
sed the  predominance  of  the  termination  of  the 
ectopic  pregnancy  presenting  60%  of  the  time 
without  knowledge  of  the  intrauterine  preg- 
nancy.4 Approximately  20%  of  the  patients 
presented  as  spontaneous  or  elective  abortions. 
Social  and  legal  trends  toward  increasing  num- 
bers of  elective  abortions  in  the  United  States 
may  alter  these  rates. 

Despite  improved  equipment  and  more  fre- 
quent use,  ultrasound  remains  of  limited  value 
in  the  exact  diagnosis  of  heterotopic  pregnancies. 
Although  the  diagnosis  can  be  suggested  by  ul- 
trasound, the  findings  are  usually  nonspecific.5 
The  demonstration  of  a live  intrauterine  preg- 
nancy is  usually  considered  adequate  evidence 
for  the  exclusion  of  a coexisting  ectopic  preg- 
nancy because  of  the  rarity  of  this  event.  Our 
case  demonstrates  the  problem  of  differentiat- 
ing an  early  gestational  sac  from  blood  within  a 
uterus  that  has  a decidual  cast  because  of  the 
ectopic  pregnancy.6'8  Correlating  HCG  levels 
with  ultrasound  findings  can  be  helpful  in  the 
diagnosis  of  ectopic  pregnancy9  but  is  not  of 
value  with  heterotopic  pregnancies.  Only  in 
the  extremely  rare  situation  where  fetal  heart 
motion  was  observed  in  both  fetuses,  utiliz- 
ing real-time  scanning,  could  the  diagnosis  be 
made  with  certainty. 

Conclusion 

Patients  with  persistent  pain  or  bleeding  fol- 
lowing a spontaneous  or  elective  abortion  should 


be  carefully  evaluated  for  an  eotopic  pregnancy, 
especially  if  there  is  a history  of  pelvic  inflam- 
matory disease,  in  utero  DES  exposure,  multiple 
gestations,  tubal  surgery,  or  the  use  of  fertility 
agents.  Similarly,  patients  who  continue  to  have 
vaginal  bleeding  or  abdominal  pain  after  sur- 
gery to  remove  an  ectopic  pregnancy  should  be 
examined  for  the  presence  of  a viable  or  aborted 
intrauterine  pregnancy.  Suspicion  of  another 
pregnancy  must  remain  high  in  patients  with 
troubling  clinical  symptoms  despite  recent  ter- 
mination of  a single  pregnancy. 

REFERENCES 

1.  DeVoe  RW,  Pratt  JH.  Simultaneous  intrauterine  and  extra- 
uterine  pregnancy.  Am  J Obstet  Gynecol.  1948;  56:1119. 

2.  Kitchin  JD,  Wein  RM,  Nunley  WC,  et  al.  Ectopic  pregnancy: 
Current  clinical  trends.  Am  J Obstet  Gynecol.  1979;  134:870. 

3.  Richards  SR,  Stempel  LE,  Carlton  BD.  Heterotopic  pregnancy: 
Reappraisal  of  incidence.  Am  J Obstet  Gynecol.  1982;  142:928. 

4.  Winer  AE,  Bergman  WD,  Fields  C.  Combined  intrauterine  and 
extrauterine  pregnancy.  Am  J Obstet  Gynecol.  1957;  74:170. 

5.  Penkava  R,  Bohling  J.  Ultrasound  demonstration  of  combined 
ectopic  and  intrauterine  pregnancy.  Am  J Rad.  1979;  132:1012. 

6.  Marks  WM,  Filly  RA,  Callen  PW,  et  al.  The  decidual  cast  of 
ectopic  pregnancy:  A confusing  ultrasound  appearance.  Radi- 
ology. 1979;  133  :451. 

7.  Mueller  CE.  Intrauterine  pseudogestational  sac  in  ectopic  preg- 
nancy. J Clin  Ultrasound.  1979;  7:133. 

8.  Schoenbaum  S,  Rosendorf  L,  Kappelman  N,  et  al.  Gray-scale 
ultrasound  in  tubal  pregnancy.  Radiology.  1978;  127:157. 

9.  Kadar  N,  DeVore  GR,  Romero  R.  Discriminatory  HCG  zone: 
Its  use  in  the  sonographic  evaluation  for  ectopic  pregnancy. 

Obstet  Gynecol.  1981;  58:156. 


Visiting  Nurse  Association 
of  Delaware 


2713  Lancaster  Avenue 
Wilmington 


A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 


Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 

SERVING  NEW  CASTLE  COUNTY 
SINCE  1922 

A PARTICIPATING  MEDICARE  AGENCY 


VISITING  NURSE  ASSOCIATION 


Phone  658-5205 
(Newark)  368-6848 
(Dover)  674-8975 


A United  Way  Agency 


Del  Med  Jrl,  May  1983— Vol  55,  No  5 


281 


"HE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20012 
(301) 427-5101/5131 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


THE  CHANGING  STRUCTURE  AND  FUNCTION 
OF  GRADUATE  MEDICAL  EDUCATION 

Although  socialization  for  the  physicians  role 
begins  before  medical  school,  students  often 
focus  on  graduate  medical  education  for  de- 
velopment of  their  professional  identity.  In  this 
intense  period  of  training,  “the  values  to  which 
the  individual  has  been  exposed  in  medical 
school  and  the  hospital  are  most  likely  to  find 
their  final  internalized  form  and  become  the 
basis  on  which  the  new  physician  begins  to  make 
decisions  for  himself.”1 

The  undergraduate  period  of  medical  edu- 
cation leading  to  the  M.D.  degree  is  no  longer 
considered  sufficient  preparation  for  independent 
medical  practice;  “graduate  medical  education 
has  become  a formal  necessity  for  medical  stu- 
dents”2 often  requiring  five  years  after  gradua- 
tion. This  history  of  graduate  medical  education 
and  the  formation  of  specialty  boards  in  the 
United  States  has  been  described  by  Stevens.3,4 

Studies  of  socialization  of  physicians  in  the 
United  States  usually  ignore  the  effect  on  the 
development  of  values  and  attitudes  of  physi- 
cians of  the  large  group  of  culturally  diverse 
residents  who  compound  their  often  inadequate 
schooling  with  placement  in  residencies  with  the 
weakest  teaching  programs.  Since  learning  values 
of  the  medical  profession  occur  in  large  part 
from  other  members  of  the  house  staff,  studies  on 
socialization  of  residents  must  be  tempered  by 
the  fact  that  different  types  of  students  are  at- 
tracted to  different  programs.  The  nonprivate 
hospital  closely  affiliated  with  a good  medical 
school  is  generally  the  most  sought  after  for 
residency  training  and  the  one  for  which  there 
is  most  competition.5  Eighty  percent  of  the  top 
American  medical  students  from  the  top  Ameri- 
can schools  train  in  this  type  of  hospital. 


Over  the  last  decade,  there  have  been  efforts 
to  change  the  teaching  methods  in  graduate 
medical  education.  The  changes  are  needed  for 
several  reasons.  A dual  system  of  care  had  been 
established  in  which  ward  patients  were  the 
primary  source  of  teaching  by  the  house  staff. 
Accreditation  boards  encouraged  this  method  of 
teaching  by  explicitly  stating  that  hospitals  used 
for  teaching  need  “not  be  of  special  size,  but  the 
number  of  service  or  ward  beds  rather  than  total 
bed  capacity  is  of  significance.”  In  hospitals  that 
admit  mostly  private  patients,  “the  availability 
of  these  patients  for  teaching  purposes  is  an 
essential  consideration.”0  However,  more  pa- 
tients have  become  “private”  through  private  or 
governmental  payment  of  their  hospital  bills. 
Therefore,  in  the  last  decade  there  has  been  a 
move  to  use  private  patients  for  teaching,  al- 
though the  move  is  just  beginning.  The  pres- 
ence of  nonprivate  patients  still  results  in  an 
intensity  of  the  practical  experience  that  makes 
these  programs  more  attractive  to  residents.7 
The  use  of  private  patients  for  the  training  of 
residents  needs  to  be  developed  further. 

Another  important  change  is  the  gradual  trans- 
fer of  part  of  the  training  from  hospital  wards 
to  settings  more  appropriate  for  future  practice. 
These  sites  include  outpatient  clinics  and  com- 
munity health  centers.  However,  the  quality  of 
educational  programs  in  outpatient  clinics  is 
usually  poorer  than  those  in  hospital  services.7 
Service  by  residents  largely  has  been  unsuper- 
vised, especially  in  university  hospitals.  Work 
in  clinics  is  accorded  low  academic  status  for 
the  teachers:  academic  rewards  and  appointments 
are  less  and  fewer  for  physicians  who  work  in 
outpatient  clinics  than  in  hospitals;  the  senior 
attending  physicians  and  program  directors  often 
do  not  lend  their  status  to  the  clinics  by  working 
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in  them;  and  the  house  staff  have  less  formal 
education  during  the  time  they  are  on  rotation 
in  the  clinics.  However,  the  introduction  of 
general  medicine  programs  and  the  focus  on 
primary  care  are  resulting  in  the  more  efficient 
use  of  outpatient  clinics  for  teaching,  and  the 
gradual  introduction  into  medical  specialties  of 
the  true  apprenticeship  of  residency  training — 
that  of  observing  and  working  in  situations  that 
will  occur  later  in  practice — is  being  accom- 
plished. 

Another  major  trend  affecting  teaching  pro- 
grams, especially  in  university  hospitals,  arises 
from  their  excellent  job  in  training  residents.  Spe- 
cialists who  were  trained  well  at  the  university 
hospitals  have  migrated  out  to  establish  prac- 
tices in  community  hospitals  in  the  last  decade, 
and  the  level  of  expertise,  skills,  and  teaching 
ability  has  been  raised  markedly  at  many  com- 
munity hospitals.  Patients  no  longer  need  to 
enter  university  “mixed  hospitals”  for  compli- 
cated procedures;  since  the  older  university  hos- 
pitals are  usually  in  the  inner  city  and  often 
dilapidated,  they  must  now  compete  for  patients 
with  community  hospitals.  Also,  community 
hospitals  have  affiliated  with  medical  schools 
through  efforts  both  by  the  medical  schools  and 
the  hospitals,  and  they  are  becoming  more  in- 
volved in  teaching.  University  hospitals  rotate 
their  trainees  through  other  hospitals;  thus  an 
academic  university  hospital  may  rotate  its  in- 
terns for  one  or  two  months  through  a com- 
munity hospital.8  Some  programs  have  been 
amalgamated  so  that  a program,  for  instance, 
in  orthopedic  surgery,  may  give  a trainee  experi- 
ence at  four  or  five  hospitals  without  an  anchor 


for  the  trainee  of  any  single  institution. 

Until  the  1960s  residents’  salaries  were  low 
or  nonexistent — a first-year  resident’s  salary  was 
only  $2,800  in  1961.9  The  salaries  began  to  rise 
in  the  1960s  as  salaries  of  other  underpaid  hos- 
pital personnel  also  rose  and  as  discontent  over 
the  low  salaries  increased.  By  1977,  the  average 
first-year  resident’s  salary  was  about  $13,145 
yearly.  The  total  salary  support  for  graduate 
medical  education  in  1975  was  over  $800,000,000, 
an  eight-fold  rise  over  the  last  30  years.10 

Program  directors  now  are  concerned  about  the 
cost  of  adding  new  residents,  especially  as  vari- 
ous specialty  boards  alter  (usually  increase)  the 
length  of  training  without  consulting  hospitals 
or  program  directors.  In  a relatively  large  spe- 
cialty, such  as  internal  medicine,  increases  in 
the  total  number  of  residents  without  provisions 
for  salary  causes  readjustments  in  the  number 
of  residents  hired  yearly. 

The  impetus  for  cost  containment  comes  from 
hospital  administrators,  the  government,  and  in- 
surance companies.  A recent  determination  by 
the  New  York  State  Commissioner  of  Health 
that  10%  of  house  staff  salaries  were  spent  on 
education  and  not  service  resulted  in  a disallow- 
ance of  10%  of  the  reimbursement  to  hospitals 
for  salaries.  The  amount — $12,500,000 — was  not 
then  provided  by  other  governmental  or  insur- 
ance funds.10 

Reimbursement  for  house  staff  is  more  compli- 
cated when  residents  are  trained  in  an  outpatient 
setting.  Third-party  insurers  offer  only  partial 
reimbursement  for  the  costs  of  ambulatory  care. 
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The  Rand  Corporation  estimates  that  the  cost  per 
visit  of  a patient  in  an  ambulatory  care  setting 
doubles  when  teaching  also  occurs  there.11 


The  professional  socialization  of  physicians 
during  their  graduate  medical  education  occurs 
in  a setting  crisscrossed  with  conflicting  trends. 
First,  the  numbers  of  graduating  students  are 
increasing  as  the  number  of  residencies  available 
are  stable  or,  in  some  specialties,  decreasing. 
Second,  while  the  interest  and  impetus  to  enter 
primary  care  is  increasing,  the  number  of  sub- 
specialties is  also  increasing,  and  students  are 
forced  to  make  a premature  choice  of  their  spe- 
cialty. Third,  the  types  of  programs  vary  widely 
with  the  type  of  hospital,  and  the  responsibility 
for  their  quality  is  fragmented.  Fourth,  the 
standard  method  of  teaching  house  staff  primarily 
in  large  hospitals  with  nonprivate  patients  is  be- 
ing scrutinized  as  the  number  of  nonprivate 
patients  decreases  and  as  patients  are  increas- 
ingly being  referred  to  sophisticated  community 
hospitals.  Fifth,  the  cost  of  resident  training 
has  risen  considerably  just  as  various  insurers 
are  questioning  their  obligation  to  pay  for  the 
time  devoted  to  education.  Finally,  just  as  re- 
search into  the  sociological  and  psychological  as- 
pects of  graduate  medical  education  has  begun, 
complex  changes  make  a thoughtful  analysis 
difficult. 


Leah  M.  Lowenstein,  M.D.,  D.Phil. 


Dr.  Lowenstein  is  dean  of  Jefferson  Medical  College.  This  paper 
was  adapted  with  permission  from  the  book  Becoming  a Physician : 
Development  of  Values  and  Attitudes  in  Medicine  edited  by  Eileen 
C.  Shapiro  and  Dr.  Lowenstein,  Copyright  1979,  Ballinger  Pub- 
lishing Company. 
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THE  CONFIDENTIALITY  OF 
OCCUPATIONAL  MEDICAL  DATA 


Bruce  W.  Karrh,  M.D. 


Devoting  our  time  and  thinking  to  the  question 
of  confidentiality  of  occupational  medical  data 
is  not  only  recognizing  our  own  responsibilities 
in  the  area,  but  also  recognizing  that  the  issue 
is  far  from  resolved.  The  law  of  confidentiality 
of  occupational  medical  information  is  unsettled 
and  one  may  even  question  whether  the  issue 
lends  itself  to  successful  resolution  in  the  statute 
books.  The  simplification  this  would  involve 
might  do  little  to  advance  the  resolution  of  the 
issue  which,  unfortunately,  is  not  a black-and- 
white  one. 

Like  many  issues  facing  industry  today,  confi- 
dentiality is  complex  and  demands  a balanced 
solution  rather  than  a pat  formula.  In  this  in- 
stance the  balance  lies  between  maintaining  the 
confidentiality  of  employee  medical  data  and  dis- 
closing such  data  when  necessary.  The  need  to 
strike  the  proper  balance  is  today  particularly 
topical,  in  light  of  developments  which  risk  tip- 
ping it  heavily  in  favor  of  disclosure — so  heavily, 
in  fact,  that  our  employees  may  wind  up  enjoying 
no  more  privacy  than  goldfish  in  a glass  bowl. 

Public  interest  has  also  made  the  issue  highly 
topical.  There  is  ample  evidence  that  general 
concern  with  privacy  has  been  steadily  mount- 

Dr.  Karrh  is  the  General  Director  of  Medical,  Safety,  and  Fire 
Protection  at  E.  I.  du  Pont  de  Nemours  & Company,  Inc.,  Wil- 
mington, Delaware. 

This  paper  is  reprinted  with  permission  from  the  Journal  of 
Occupational  Medicine,  March  1979. 


act  to  the  private  sector,  but  it  would  also  re- 
ing  and  that  the  public  is  now  primed  for  the 
unfolding  of  a major  political  issue.  A survey 
conducted  for  the  Lou  Harris  organization1  and 
released  last  June  found  that  71%  of  those  polled 
agree  that  “Americans  begin  surrendering  their 
privacy  the  day  they  open  their  first  charge  ac- 
count, take  out  a loan,  buy  something  on  the 
installment  plan  or  apply  for  a credit  card.”  In 
1974,  only  48%  felt  the  same  way.  The  survey 
also  found  that  71%  believe  that  “employers  are 
sharing  information  from  their  employees’  per- 
sonnel or  medical  records.”  Most  believe  that 
the  computer  is  the  instrument  for  this  invasion 
of  their  privacy.  They  recognize  that  it  has 
greatly  enhanced  the  capability  to  assimilate,  re- 
tain and  distribute  information  of  all  kinds  about 
them. 

Retention  and  distribution,  or  disclosure,  are 
two  sides  of  the  same  coin.  The  dual  concern 
is  reflected  in  legislation,  current  and  pending, 
as  well  as  in  public  opinion.  The  Privacy  Act 
of  1974  established  safeguards  over  both  the  dis- 
semination and  the  collection  of  personal  infor- 
mation by  federal  agencies,  and  the  Privacy  Com- 
mission it  created  released  a 600-page  report  ad- 
dressing both  sides  of  the  question.  The  omi- 
nously Orwellian-sounding  House  Resolution 
1984  would  extend  the  safeguards  of  the  1974 
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quire  an  organization  to  inform  the  subjects  of 
the  information  it  maintains.2 

The  two  concerns  are  inextricably  linked  for  a 
good  reason.  Inappropriate  disclosure  of  per- 
sonal information  has  heightened  sensitivities  to 
the  very  existence  of  such  information.  The 
wider  disclosure  becomes,  the  greater  apprehen- 
sions grow.  For  that  reason,  increasing  disclo- 
sure may  paradoxically  result  in  diminishing 
quantities  of  information.  Less  and  less  informa- 
tion will  be  retained. 

The  risk  of  this  happening  is  apparent  in  the 
medical  profession,  but  it  is  even  more  real  in 
the  field  of  occupational  medicine.  For  all  phy- 
sicians, the  closing  sentence  of  the  Hippocratic 
Oath  mandates  confidentiality,  undoubtedly  to 
encourage  a free  and  open  attitude  in  the  patient 
and  confidence  in  the  treating  physician.  In  ad- 
dition to  the  admonition  of  the  Hippocratic  Oath, 
the  occupational  physician  has  another  aspect  of 
confidentiality  which  is  addressed  in  the  Code 
of  Ethics  for  Physicians  Providing  Occupational 
Medical  Services.3  It  adds  somewhat  different 
proportions  to  the  confidentiality  question.  He 
is  in  large  measure  dependent  on  what  his  pa- 
tient says,  not  only  about  his  symptoms  and  his 
living  habits  but  also  about  his  work.  Such  con- 
fidences are  not  likely  to  be  forthcoming  if  they 
are  to  be  subject  to  the  inspection  and  review 
of  outsiders. 

For  the  occupational  physician,  however,  con- 
fidentiality is  not  a goal  in  itself.  In  fact,  it  is 
only  part  of  the  picture.  The  goal  of  occupa- 
tional medicine  is  to  assist  in  protecting  the 
health  and  safety  of  employees  as  a group.  The 
injection  of  third-party  interests  tends  to  com- 
promise the  confidentiality  of  physicians’  relations 
with  employees  as  individuals.  The  ethical  code 
of  the  American  Medical  Association  acknowl- 
edges that  physicians  must  abandon  confiden- 
tiality under  certain  circumstances,  and  practi- 
tioners of  occupational  medicine  have  long  recog- 
nized that  various  third  parties — such  as  man- 
agement or  government — are  entitled  to  receive 
certain  data  in  certain  forms. 

What  those  forms  should  be,  and  who  the  re- 
cipients should  be,  has  been  the  subject  of  a 
prolonged  study  at  Du  Pont. 


Programs  to  Insure  Confidentiality 

The  Du  Pont  Company  has  maintained  medi- 
cal records  for  individual  employees  since  at 
least  1915  when,  by  action  of  the  Executive 
Committee,  periodic  physical  examinations  be- 
gan. The  records  and  the  medical  data  they 
contain  have  gradually  multiplied  over  the  years. 

The  medical  data  reflected  in  the  records  may 
be  divided  into  three  basic  categories:  (1)  in- 
formation obtained  from  the  employee  or  others 
prior  to  or  concurrent  with  his  employment  and 
from  his  preemployment  physical  examination. 
This  corresponds  to  the  phrase  “medical-record  in- 
formation,” which  is  defined  by  the  Privacy  Pro- 
tection Study  Commission  in  Appendix  3 of  its 
Report  (1977),  p.  73, 4 to  mean  information  col- 
lected for  the  purpose  of  making  a nonmedical 
decision  about  an  individual  such  as  whether  to 
offer  employment;  (2)  information  obtained  as  a 
result  of  the  company’s  periodic  employee  physi- 
cal examination  program;  and  (3)  information  ob- 
tained as  a result  of  medical  care  or  treatment 
of  an  employee  during  the  course  of  his  employ- 
ment. Records  containing  the  latter  two  kinds 
of  information  would  be  termed  “medical  rec- 
ords” by  the  Privacy  Commission,  indicating  that 
they  are  used  in  whole  or  in  part  for  making 
medical  decisions. 

In  our  study  we  sought  to  further  clarify  these 
categories  according  to  the  confidentiality  of  the 
records  they  cover. 

It  was  prompted  in  part  by  outside  develop- 
ments. We  took  note  of  the  constructive  pro- 
grams developed  by  companies  such  as  IBM  to 
handle  confidential  medical  information.5  A re- 
quest by  NIOSH  last  year  for  the  medical  records 
of  employees  at  one  of  our  plants  sharpened  our 
awareness  of  the  need  for  guidelines  in  these 
matters.  In  that  event,  we  sought  and  received 
guidance  from  the  federal  courts  to  determine 
our  responsibilities  in  preserving  the  confiden- 
tiality of  medical  information  on  our  employees. 
Our  study  was  also  encouraged  by  the  proceed- 
ings of  the  Privacy  Protection  Study  Commission, 
and  most  of  our  findings  are  compatible  with 
theirs.  Finally,  our  study  was  part  of  a corporate 
evaluation  of  privacy  in  general,  conducted  in 
response  to  the  growing  public  and  governmen- 
tal concern  mentioned  earlier. 
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We  established  four  categories  to  guide  phy- 
sicians in  handling  employee  medical  data.  These 
categories  are  defined  by  the  degree  of  confiden- 
tiality of  the  data  involved. 

Category  1 comprises  information  which  may 
be  disclosed,  with  or  without  copies,  without  the 
consent  of  the  employee/patient — for  example, 
a report  of  a return  to  work  from  illness  or  injury, 
as  long  as  it  does  not  contain  diagnostic  or  other 
medical  data. 

Category  2 comprises  information  which  may 
be  disclosed,  again  with  or  without  copies,  to  the 
patient/employee  or  others  at  his  or  her  own 
written  request — for  example,  a health  history 
questionnaire  or  a report  of  x-ray  results. 

Category  3 comprises  information  which  may 
be  provided  to  the  patient/employee,  but  with- 
out copies.  The  information  may  be  provided 
upon  written  request  of  the  patient/employee 
to  his  physician  or  to  other  appropriate  parties, 
either  as  a true  copy  or  in  summary  form.  This 
category  would  cover  reports  from  personal  phy- 
sicians, for  example. 

The  fourth  and  final  category  comprises  in- 
formation which  would  not  be  provided  to  the 
patient/employee  or  others  even  upon  request, 
and  the  access  of  medical  personnel  would  be 
strictly  limited.  Opinion  letters  and  other  docu- 
ments for  use  in  litigation  would  probably  con- 
stitute the  major  type  of  information  covered  by 
this  category. 

Regardless  of  the  category,  medical  informa- 
tion must  be  kept  in  confidential  files  at  the 
medical  center  site  and  made  available  only  to 
those  entitled  to  access,  according  to  the  guide- 
lines, and  to  those  with  a legitimate  “need  to 
know.” 

Management,  for  one,  needs  adequate  advice 
and  assurance  to  assign  an  employee  to  a job 
without  risking  adverse  health  consequences. 
When  an  employee,  or  an  applicant,  presents  a 
health  hazard  to  others — if  his  condition  is  con- 
tagious, for  example — management  is  under  a 
clear  obligation  to  restrict  his  work.  Arguments 
have  been  made  for  an  employee’s  right  to  work 
dangerously  if  he  presents  no  threat  to  others,0 
and  for  his  right  to  decide  whether  or  not  his 


employer  should  be  informed  of  his  condition. 
This  is  largely  a false  issue.  If  the  employee  is 
injured  while  working  dangerously  without  the 
knowledge  of  his  management,  he  can  still  be 
expected  to  apply  for  compensation.  Manage- 
ment at  least  must  be  given  the  chance  to  offer 
safe  employment,  whether  it  is  accepted  or  not. 
To  do  so,  however,  management  need  not  be 
informed  of  the  employee’s  condition — only  of 
his  capability.  Gil  Collings7  has  distinguished 
between  medical  information  and  medical  judg- 
ments. Management  does  not  need  to  know  diag- 
nostic information.  It  needs  a medical  evalua- 
tion of  a person’s  ability  or  inability  to  perform 
a given  task,  any  restrictions  which  ought  to  be 
considered,  and  a prognosis  of  continued  ability. 
Management  needs  to  know  if  an  epileptic  em- 
ployee is  likely  to  become  incapacitated  and  pre- 
sent a risk  to  himself  and  others — but  it  does  not 
need  to  know  that  he  has  epilepsy. 

Medical  information  is  often  required  in  the 
administration  of  certain  benefits,  but  security 
can  again  be  maintained  on  a need-to-know 
basis  by  transmitting  the  documents  through 
tightly  defined  administrative  channels  and  un- 
der circumstances  established  previously. 

“Need-to-know”  is  also  the  basis  for  our  re- 
luctance to  sanction  the  copying  of  certain  kinds 
of  medical  information.  When  an  employee’s 
personal  physician  asks  for  medical  information, 
we  provide  it  either  as  true  copies  or  in  sum- 
mary form  at  the  written  request  of  the  em- 
ployee. The  employee  is  entitled  to  examine 
anything  in  Iris  or  her  records  of  a medical  na- 
ture, but  we  ask  that  it  be  done  in  the  presence 
of  the  responsible  occupational  physician.  Medi- 
cal records  contain  information  subject  to  dan- 
gerous misinterpretation  if  not  adequately  ex- 
plained. For  that  reason,  the  employee  may  take 
notes  based  on  entries  in  his  records  and  the 
physician’s  explanations,  but  not  make  true  copies. 
In  this  respect,  our  guidelines  differ  from  those 
recommended  by  the  Privacy  Protection  Study 
Commission.8  We  believe  that  providing  true 
copies  without  adequate  explanation  of  entries 
increases  the  risk  of  abuse  and  serious  misinter- 
pretation and  misunderstanding. 

Third  parties,  other  than  the  employee’s  per- 
sonal physician,  should  have  access  only  when 
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necessary  for  health  care  reasons.  Each  such 
request  must  be  handled  on  a case-by-case  basis 
on  the  individual  merits,  usually  with  the  same 
restrictions  on  copying — for  the  same  reasons. 

The  misinterpretation  and  abuse  of  medical 
information  goes  to  the  very  heart  of  the  con- 
fidentiality issue,  for  the  likelihood  of  records 
falling  into  the  wrong  hands  grows  as  restric- 
tions on  disclosure  become  looser.  Recent  de- 
velopments and  proposals  constitute  a kind  of 
recipe  for  such  a situation.  A current  example 
is  OSHA’s  regulation  on  access  to  medical  rec- 
ords which  makes  these  records  available  to  em- 
ployees, former  employees,  their  designated  rep- 
resentatives and  to  OSHA  and  NIOSH. 

The  regulation,  although  currently  stayed 
for  review,  invites  widespread  dissemination  of 
medical  information,  since  there  is  no  control 
over  its  use  by  an  employee,  his  designated  rep- 
resentative, or  OSHA  and  NIOSH.  Company 
management  might  well  develop  a previously  un- 
felt need  to  examine  the  information,  since  its 
disclosure  might  be  used  to  cast  the  company 
in  an  unfavorable  light.  Maintenance  of  con- 
fidentiality, in  short,  could  become  nothing  more 
than  a sham. 

Further,  the  regulation  discourages  the  occu- 
pational physician  from  maintaining  complete 
records  or  even  working  notes,  since  entries  axe 
subjeot  to  such  broad  disclosure.  In  all  prob- 
ability it  will  deter  the  patient  from  providing 
full  information.  As  suggested  earlier,  employees 
must  feel  free  to  discuss  seemingly  nonoccupa- 
tional  medical  problems  with  the  occupational 
physician  if  he  is  to  assist  in  assuring  a safe  and 
healthful  workplace.  Employees  will  hardly  be 
encouraged  by  the  likelihood  that  in  short  order 
their  confidences  will  become  public  knowledge. 

Generally  speaking,  it  seems  that  the  OSHA 
regulation  presupposes  that  occupational  phy- 
sicians withhold  information  that  employees  are 
entitled  to  know.  This  may  have  happened  in 
some  instances.  According  to  lawyers  who  have 
studied  the  matter,  however,  the  courts  have 
already  established  that  an  employee  has  the 
right  to  “rely  on  the  expectation  that  he  would 
be  told  of  any  dangerous  condition  actually  dis- 
closed” during  a physical  examination.  The 


courts,  furthermore,  have  held  occupational  phy- 
sicians liable  for  not  living  up  to  that  expecta- 
tion. In  one  instance,  a California  jury  awarded 
an  employee  $350,000  against  a company  phy- 
sician, rejecting  the  physician’s  contention  that 
his  only  duty  was  to  report  the  employee’s  con- 
dition to  his  employer. 

Obligation  to  Disclose  Information 

The  legal  obligation  to  disclose  medical  rec- 
ords can  take  many  forms,  according  to  legal 
analysts. 

1.  Court  Subpoena. — Subpoenas  seem  to  be 
employed  with  increasing  frequency  in  the  course 
of  private  civil  disputes  between  litigants. 

2.  Agency  Subpoena. — Many  federal  and  state 
agencies  have  been  authorized  to  issue  adminis- 
trative subpoenas. 

3.  Agency  Regulation.  — As  previously  dis- 
cussed, the  Occupational  Safety  and  Health  Ad- 
ministration rule  allows  wide  access  to  medical 
records  maintained  by  employers.9 

4.  State  Laws. — More  and  more  states  are  en- 
acting “access”  laws.  Presently  11  states  have 
“access”  laws  of  various  kinds.10  The  Privacy 
Protection  Study  Commission  has  urged  indi- 
vidual states  to  adopt  such  a right  of  access  for 
the  benefit  of  employees.11 

5.  Boards  of  Medical  Examiners. — In  New 
Jersey,  the  Board  of  Medical  Examiners  recently 
adopted  a regulation  which  requires  physicians 
to  give  patients  access  to  medical  records. 

Overriding  Public  Health  Considerations  May 
Require  Disclosure 

The  medical  profession  has  long  recognized 
that  there  may  be  situations  of  such  compelling 
impact  on  public  health  as  to  justify  a physi- 
cian in  abandoning  the  physician-patient  privi- 
lege and  disclosing  personal  information  about 
a patient. 

Courts  in  a number  of  jurisdictions,  while 
recognizing  the  actionability  of  unauthorized  dis- 
closures by  a physician  about  his  patient,  have 
held  that  the  physician  may  show,  by  way  of 
defense,  that  the  disclosure  was  necessary  or  jus- 
tified by  public  interest.12  18 
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So  the  law  has  already  established  certain  ob- 
ligations in  such  instances.  In  any  event,  it  does 
not  and  should  not  require  us  to  toss  the  princi- 
ple of  confidentiality  out  of  the  window.  On  the 
contrary,  the  principle  can  be  preserved  and  can 
coexist  with  carefully  controlled  use  of  medical 
data  by  third  parties.  Calls  for  easy  access  and 
full  disclosure  threaten  the  balance  vital  to  the 
practice  of  occupational  medicine. 

Summary 

Du  Pont’s  guidelines  establishing  categories  of 
medical  record  information  and  the  mechanisms 
for  its  release,  may  not  serve  all  purposes.  They 
do,  however,  seek  to  affirm  the  confidentiality  of 
occupational  medical  data  while  providing  third 
parties  with  appropriate  information.  We  be- 
lieve that  with  careful  consideration  occupational 
physicians  can  provide  information  to  manage- 
ment for  job  placement,  information  to  govern- 
ment for  statistical  compilations,  and  information 
to  employees  for  the  protection  of  their  health — 
all  without  sacrificing  the  principle  of  confiden- 
tiality. 
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Deaths 


VICTOR  M.  MAGALONG,  M.D. 


Victor  M.  Magalong,  M.D.,  of  Newark,  died 
April  19  of  congestive  heart  failure  at  the  age 
of  47. 

Dr.  Magalong  graduated  cum  laude  from  the 
University  of  Santo  Tomas  in  Manila,  the  Philip- 
pines, in  1959.  After  interning  for  two  years  at 
St.  Francis  Hospital  in  Poughkeepsie,  New  York, 
he  served  his  residency  at  Princeton  Hospital  in 
New  Jersey;  Deaconess  Hospital  in  Buffalo,  New 
York;  and  William  Beaumont  Hospital  in  Royal 
Oak,  Michigan. 

In  1971,  Dr.  Magalong  began  working  in  Del- 
aware as  a staff  physician  at  the  Veterans  Ad- 
ministration Hospital  in  Elsmere.  He  had  been 
in  private  practice  in  Newark  since  1972.  In 
addition,  he  worked  as  a staff  physician  at  Union 
Hospital  in  Elkton,  Maryland. 


Dr.  Magalong  was  a member  of  the  Medical 
Society  of  Delaware;  the  New  Castle  County 
Medical  Society,  where  he  served  as  chairman 
of  the  Medical  Records  Committee;  and  the  con- 
sulting staff  of  The  Wilmington  Medical  Center. 

Dr.  Magalong  served  as  an  extraordinary 
minister  of  the  Eucharist  at  Holy  Angels  Catholic 
Catechism  and  Devotions  Program. 

Dr.  Magalong  is  survived  by  his  wife,  Josefina 
L.;  a son,  Edward  J.,  of  Annandale-on-Hudson, 
New  York;  and  two  daughters,  Leslie  Anne  and 
Melissa  Marie. 

Contributions  in  his  memory  can  be  made  to 
the  American  Heart  Association  or  to  the  Holy 
Angels  Catholic  Church,  Main  and  Chapel 
Streets,  Newark,  Delaware  19711. 
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Letters  to  the  Editor 


To  the  Editor: 

Seven  years  ago  I began  sharing  the  national 
enthusiasm  for  exercise:  I jog. 

Since  then  the  medical  literature  has  carried 
frequent  articles  on  the  merits  and  liabilities  of 
jogging  to  include  reports  on  accidents,  mug- 
gings, and  attacks,  spurious  and  otherwise,  of 
various  kinds.  Hence  I submit  this  personal 
account  for  the  interest  of  local  joggers. 

Although  joggers  rarely  think  about  it,  when 
pressed  they  will  frankly  admit  that  an  attack 
can  occur  at  any  time.  Be  it  man,  beast,  or  a 
close  encounter  with  a passing  car,  that  threat 
is  surely  there.  In  the  past  15,000  miles  of  doing 
my  road  work,  I have  been  attacked  once  by  a 
truck,  once  by  a car,  and  once  by  a flying  bottle. 

But  surely  none  of  these  compared  to  my  most 
recent  attack,  which  occurred  about  ten  days 
after  a solid  20  inches  of  snow  dumped  on  the 
Delaware  Valley.  In  the  days  thereafter,  large 
chunks  of  snow  lay  piled  along  the  sides  of  our 
country  roads  and  periodically  a bouncing  car 
would  leave  its  own  chunk  behind.  So  in  the 
predawn  hours  one  morning  when  I crested  a 
rise  on  Old  Wilmington  Road,  I thought  nothing 
of  a large  chunk  of  snow  in  the  lane  ahead  of 
me.  But  as  I approached,  it  moved. 

Startled  for  a moment,  I quickly  regained 
composure  as  I saw  what  seemed  to  be  a large 
white  cat — big  indeed,  and  angry.  I approached 
slowly.  His  head  went  down  as  he  fixed  me 
with  a penetrating  stare  from  two  very  dark  eyes. 
His  haunches  went  up.  He  made  a strange  low 
noise  and  attacked  with  short  jumps  that  occur- 


red with  amazing  quickness.  He  covered  ten 
feet  almost  before  I realized  that  I was  looking 
directly  down  on  him.  He  stopped;  I gave 
ground. 

He  backed  off  slowly,  but  never  turned  or 
looked  away;  he  kept  his  eyes  squared  on  me 
the  entire  time.  I stood  for  a moment  watching 
him.  That  strange  sound  came  again,  and  he 
attacked  in  a repeat  performance.  On  this  oc- 
casion I gathered  up  several  snowballs  and  suc- 
cessfully scared  him  to  the  other  side  of  the 
road,  where  he  kept  watching  me. 

I then  realized  he  was  protecting  a kill  in  the 
middle  of  the  road,  a rabbit.  As  I approached 
his  kill,  he  came  again  to  protect  his  breakfast. 
This  time  I noticed  something  most  unusual  about 
the  “cat”  that  I had  missed  before:  his  bushy 
tail  was  right  straight  up  in  the  air.  That  sight 
triggered  a memory  bank  of  animal  profiles,  I 
had  the  diagnosis.  In  the  moments  thereafter 
the  “cat”  had  his  rabbit  and  also  the  entire  road 
as  I gently  and  reassuringly  backed  away. 

Later  in  the  day  I called  Mike  Ryska  at  the 
Delaware  Nature  Education  Center.  I have 
known  Mike  for  years,  and  he  has  always 
been  a reliable  source  of  accurate  information. 
I told  him  my  story.  “When  did  this  happen? 
Several  years  ago?” 

“No,”  I replied,  “this  very  morning.” 

“Oh,  God;  George  is  on  the  loose  again.” 

So  ends  the  story.  I had  been  attacked  by 
George,  the  albino  skunk  who  fives  under  the 
big  white  barn  out  on  Old  Wilmington  Road. 

Richard  Lennihan,  Jr.,  M.D. 
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ABSTRACTS 


From  The  Symposium  of  the  Delaware  Valley 
Cardiovascular  Research  Group 
Wilmington,  Delaware,  March  1983 


THALLIUM  201  IMAGING  IN  THE  DIAGNOSIS 
OF  HEART  DISEASE 

Vidya  V.  Sagar,  M.D. 

Thallium  (Tl)  is  an  analogue  of  Potassium 
(K)  and  has  similar  distribution  in  the  myo- 
cardium. At  peak  exercise,  the  amount  of  Tl 
in  the  myocardium  is  proportional  to  the  myo- 
cardial blood  flow.  Thallium  has  the  most  suit- 
able imaging  characteristics  compared  to  K and 
hence  is  the  agent  of  choice  for  imaging  myo- 
cardium. 

Most  institutions  currently  use  Tl  in  conjunc- 
tion with  exercise  electrocardiogram  (EKG)  in 
the  evaluation  of  patients  with  suspected  coro- 
nary artery  disease  (CAD).  Tl  is  injected  at 
the  peak  of  exercise  (treadmill).  The  exercise 
is  continued  for  at  least  two  minutes  and  the  pa- 
tients are  imaged  in  at  least  three  projections 
(Ant,  LAO  45°,  & LAO  70°).  These  are  the 
exercise  images.  Redistribution  images  are  ob- 
tained approximately  three  hours  after  the  initial 
images.  Exercise  induced  ischemia  appears  as 
an  area  of  decreased  perfusion  in  the  exercise 
images  with  resolution  in  the  delayed  images. 
“Fixed”  ( nonredistributed)  areas  are  more  likely 
due  to  myocardial  scarring.  The  overall  accu- 
racy of  the  combined  exercise  EKG  and  Thal- 
lium studies  is  90% ± 5%  for  the  detection  of 

The  symposium  was  cosponsored  by  the  American  Heart  Associa- 
tion of  Delaware,  Inc.;  E.  I.  du  Pont  de  Nemours  and  Co.;  ICI 
Americas,  Inc.;  Jefferson  Medical  College;  University  of  Dela- 
ware; and  The  Wilmington  Medical  Center. 


CAD.  This  is  higher  than  either  test  alone. 
The  images  are  also  helpful  in  selected  patients 
for  the  diagnosis  of  acute  myocardial  infarction 
(AMI).  More  recently,  Tl  studies  have  been 
proposed  as  a prognostic  aid  in  patients  with 
AMI. 

Imaging  of  viable  myocardium  using  Thallium 
plays  a major  role  in  the  management  of  patients 
with  heart  disease. 

Dr.  Sagar  is  Chief  of  the  Department  of  Nuclear  Medicine  at 
the  Veterans  Administration  Hospital,  Wilmington;  and  Associate 
Director  of  the  Department  of  Nuclear  Medicine  at  The  Wilming- 
ton Medical  Center. 

% % 

CALCIUM  TRANSLOCATION  DURING 
MUSCLE  FATIGUE 

C.  Paul  Bianchi,  Ph.D. 

Stimulation  of  frog  sartorius  muscles  at  1 Hz 
causes  a monotonic  development  of  fatigue  after 
120  twitches.  A positive  staircase  effect  is  ob- 
served during  the  first  120  twitches.  During  the 
initial  30  twitches  there  is  a net  influx  of  calcium 
of  6 /xmoles/g  twitch  (P< 0.0025)  and  a net  gain 
of  calcium  by  the  terminal  cisternae.  The  posi- 
tive staircase  effect  is  associated  with  the  net 
gain  of  calcium  by  the  terminal  cisternae.  Fa- 
tigue sets  in  after  120  twitches  and  is  associated 
with  a net  loss  of  calcium  (0.31  /unole/g;  P< 
0.005).  Tension  declines  by  70%  between  120 
and  300  twitches  with  a further  loss  of  0.26 
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/nnoles/g  of  calcium  from  the  terminal  cisternae. 
Diazepam  markedly  enhances  the  development 
of  fatigue  in  sartorius  muscles  and  causes  a de- 
pletion of  0.45  /x mole/g  of  calcium  from  the  ter- 
minal cisternae.  The  calcium  lost  from  the  ter- 
minal cisternae  is  accounted  for  by  accumulation 
of  calcium  in  the  transverse  tubular  network. 
Calcium  translocation  from  the  terminal  cister- 
nae to  the  transverse  tubular  network  is  associ- 
ated with  the  development  of  muscle  fatigue. 

Dr.  Bianchi  is  Professor  and  Chairman  of  the  Department  of 
Pharmacology  at  Jefferson  Medical  College,  Philadelphia. 
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RENAL  VASCULAR  AND  TUBULAR  EFFECTS 

OF  ANGIOTENSIN  II  IN  A SUBMAMMALIAN 
VERTEBRATE 

Gregory  A.  Stephens,  Ph.D. 

In  mammals,  administration  of  exogenous  an- 
giotensin II  (All)  produces  a dose-dependent 
biphasic  renal  response.  Subpressor  doses  of 
All  cause  antidiuresis  and  antinatriuresis  ac- 
companied by  decreased  renal  blood  flow  and 
variable  effects  on  glomerular  filtration  rate 
(GFR).  This  response  is  thought  to  be  due  to 
renal  vasoconstriction  and  stimulation  of  tubular 
sodium  reabsorption.  Pressor  levels  of  All  pro- 
duce natriuresis  and  diuresis.  GFR  effects  are 
variable,  but  often  a fall  occurs.  These  higher 
concentrations  of  All  apparently  inhibit  tubular 
sodium  reabsorption.  In  cases  where  GFR  in- 
creases with  the  elevated  blood  pressure  this 
pressure  diuresis  also  contributes  to  the  response. 
In  submammalian  vertebrates,  the  effects  of  All 
on  renal  function  have  not  been  clearly  estab- 
lished, and  may  vary  between  classes.  In 
teleosts,  lungfish  and  amphibians  high  angioten- 
sin infusion  rates  increase  blood  pressure,  renal 
sodium  excretion  and  urine  volume.  Only  in  the 
toad  have  low  levels  of  All  infusion  caused 
antidiuresis  and  antinatriuresis  similar  to  mam- 
mals. The  renal  effects  of  All  in  reptiles  have 
not  been  studied,  so  we  examined  the  effects  of 
angiotensin  infusion  at  subpressor  and  pressor 
doses  on  renal  function  in  the  freshwater  turtle, 
Pseudemys  script  a elegans.  We  infused  (Asn1, 
Val5)  angiotensin  II  at  doses  of  1 ng/kg/min, 


10  ng/kg/min,  100  ng/kg/min,  and  500  ng/kg/ 
min  in  conscious  turtles,  while  monitoring  blood 
pressure,  GFR,  urine  volume,  and  plasma  and 
urine  electrolytes.  Saline  (0.6%  ) was  infused  for 
two  one-hour  control  periods  at  1 ml/kg/h  fol- 
lowed by  a one  hour  infusion  of  saline  with  All 
added.  Saline  alone  was  then  infused  for  three 
one-hour  recovery  periods.  Control  values  prior  to 
All  infusion  averaged  21  mmHg  for  blood  pres- 
sure, 1.8  ml/h  for  urine  volume,  and  8.0  ml/ 
kg/h  for  GFR.  At  1 ng/kg/min  (N=7)  and 
10  ng/kg/min  (N=6)  All  produced  no  signifi- 
cant changes  in  blood  pressure  or  renal  func- 
tion. Angiotensin  infusion  at  the  higher  rates  of 
100  ng/kg/min  (N=6)  and  500  ng/kg/min 
(N=ll)  significantly  elevated  blood  pressure 
during  All  infusion  (29  mmHg  and  44  mmHg, 
respectively)  while  electrolyte  excretion  remain- 
ed unchanged.  GFR  and  urine  volume  tended 
to  decrease  although  due  to  the  high  degree  of 
variability  between  animals,  the  changes  were 
not  statistically  significant.  At  all  infusion  rates 
plasma  electrolyte  levels  remained  unchanged 
from  control  levels  of  123.7  meq/1,  88.9  meq/1, 
and  2.5  meq/1  for  Na,  Cl  and  K,  respectively. 
The  results  suggest  that  All  may  help  control 
GFR  in  the  turtle  by  constricting  preglomerular 
vessels  within  the  kidney  and  that  All  may  not 
have  a significant  effect  on  tubular  electrolyte 
reabsorption.  ( Supported  by  U.  of  Del.  Honors 
Program,  AHA  of  Del.,  NIH  Riomed.  Suppt., 
and  USPHS  #HL2808401.) 

Dr.  Stephens  is  Assistant  Professor  in  the  School  of  Life  and 
Health  Sciences,  University  of  Delaware. 
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MUSCLE  AND  PUMP  FUNCTION  OF  THE 
HYPERTROPHIED  HEART-BASIC  RESEARCH 

George  Cooper,  IV,  M.D. 

In  the  course  of  the  past  ten  years,  a series 
of  studies  in  my  laboratory  has  served  to  make 
two  major  points  with  respect  to  the  basic  prop- 
erties of  hypertrophied  myocardium.  First,  it 
is  the  nature  of  the  inducing  stress,  rather  than 
the  hypertrophy  process  itself,  which  is  respon- 


298 


Del  Med  Jrl,  May  1983 — Vol  55,  No  5 


Abstracts:  The  Symposium,  of  the  Delaware  Valley  Cardiovascular  Research  Group 


sible  for  the  contractile  and  energetic  abnormali- 
ties found  so  frequently  in  the  enlarged  heart. 
Second,  the  selection  of  pathophysiologically  ap- 
proximate models  is  critically  important  if  in- 
sights of  eventual  relevance  to  human  disease 
are  to  be  generated  in  the  basic  research  labora- 
tory. 

The  first  point  is  illustrated  by  the  finding 
that  in  a feline  model  of  cardiac  hypertrophy,  an 
identical  degree  and  duration  of  hypertrophy  in- 
duced by  a volume  as  opposed  to  a pressure  over- 
load produces  contrasting  effects  on  the  myo- 
cardium. The  former  tissue  is  normal,  and  the 
latter  tissue  exhibits  a variety  of  abnormalities 
which  may  be  of  major  eventual  significance  in 
the  deterioration  of  initially  compensatory  hyper- 
trophy into  the  congestive  heart  failure  state. 

The  second  point  is  illustrated  by  the  finding 
that  a chronic  progressive  as  opposed  to  an 
abrupt  pressure  overload  has  contrasting  effect 


on  myocardial  biology.  The  former  model, 
which  is  rather  closely  analogous  to  many  clini- 
cal entities,  results  in  an  early  and  ongoing  de- 
terioration of  cardiac  contractile,  energetic,  ultra- 
structural,  and  biochemical  properties  well  in 
advance  of  the  appearance  of  congestive  heart 
failure.  The  latter  model,  probably  because  of 
acute  injury,  is  less  useful.  In  the  same  vein, 
the  commonly  studied  rodents  adapt  to  cardiac 
stress  in  a fundamentally  different  manner  than 
most  larger  mammals,  again  raising  questions 
about  the  real  usefulness  of  data  from  these 
models. 

Our  present  research  is  seeking  the  mecha- 
nisms by  which  loading  conditions  regulate  myo- 
cardial biology,  with  an  emphasis  on  those  ani- 
mal models  which  we  hope  will  provide  insight 
into  human  disease  states. 

Dr.  Cooper  is  Associate  Professor  of  Medicine  and  Physiology 
and  Director  of  Basic  Cardiovascular  Research  at  Temple  Univer- 
sity School  of  Medicine,  Philadelphia. 
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BETA-ADRENERGIC  RECEPTOR  AGONISTS  IN 
THE  TREATMENT  OF  CHRONIC  HEART  FAILURE 

Mariell  J.  Likoff,  M.D. 

One  of  the  important  compensatory  mecha- 
nisms that  serve  to  augment  cardiac  output  in 
early  heart  failure  is  an  elevation  of  sympathetic 
tone.  Norepinephrine,  synthesized  and  released 
by  cardiac  sympathetic  nerves,  stimulates  the 
beta!  receptors  on  the  myocardial  cell  mem- 
brane. Adenylcyclase  is  thereby  activated,  which 
in  turn  catalyzes  the  conversion  of  ATP  to  3’5’ 
cyclic  AMP,  ultimately  allowing  for  the  enhanced 
transfer  of  ionized  calcium  to  the  contractile  pro- 
teins. Unfortunately,  myocardial  norepineph- 
rine stores  become  depleted  in  chronic  and  severe 
heart  failure,  but  the  betai  receptors  continue  to 
be  responsive  to  exogenously  administered  cate- 
cholamines. A variety  of  natural  and  synthetic 
catecholamines  have,  therefore,  been  developed 
to  improve  myocardial  contractility  via  the  beta- 
adrenergic  receptor  pathway. 

Norepinephrine  and  isoproterenol,  infused  in- 
travenously, have  the  desired  beta!  agonist  effect, 
but  also  stimulate  vascular  beta2  adrenergic  re- 
ceptors, producing  unacceptable  vasoconstric- 
tion or  vasodilation,  respectively.  Dopamine 
stimulates  the  myocardium  directly  but,  more 
importantly,  via  release  of  norepinephrine  stores, 
limiting  its  ability  in  advanced  heart  failure. 

Dobutamine,  a synthetic  catecholamine,  acts 
primarily  by  direct  stimulation  of  myocardial 
betaj  receptors,  with  little  effect  on  blood  pres- 
sure or  heart  rate  in  doses  of  5 to  10  ,ug/kg/min. 
Important  limitations  to  its  use  are  the  develop- 
ment of  tolerance  to  the  hemodynamic  effects  of 
the  drug  within  48  to  72  hours,  and  its  intra- 
venous mode  of  administration.  A number  of 
orally  effective,  synthetic  catecholamines  are 
currently  under  investigation,  including  pirbu- 
terol,  ibopamine,  prenalterol,  salbutomol,  and 
butopomine.  Their  effectiveness  in  the  treat- 
ment of  chronic  heart  failure  remains  to  be  es- 
tablished. 

Dr.  Likoff  is  a research  associate  at  the  Hospital  of  the  Univer- 
sity of  Pennsylvania,  Philadelphia. 
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BRIEF  SUMMARY 

PROCARDIA  (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ol  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ol  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g where  pain  has  a variable  threshold  on  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adeguate  doses  ot  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  ol  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  ot  sustained  ettectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ot  patents  suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  Irom  the  combined  effects  ol  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  ettect  ot 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subseguent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fentany I anesthesia  The  interaction  with  high  dose  lentanyl  appears  to  be 
due  to  the  combination  ot  PROCARDIA  and  a beta  blocker,  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  lentanyl  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
it  the  patient’s  condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ot  the  body  prior  lo  surgery 

Increased  Angina  Occasional  patients  have  developed  well  documented  increased  Irequency.  du- 
ration or  severity  ot  angina  on  starting  PROCARDIA  or  al  the  time  ot  dosage  increases  The  mech- 
anism of  this  response  is  nol  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  Irom  increased  heart  rate  alone 

Beta  Blocker  Withdrawal  Patients  recently  withdrawn  Irom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  retlex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ol  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  stopping  them  abruptly  betore  beginning 
PROCARDIA 

Congestive  Heart  Failure  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  at  greater  risk  tor 
such  an  event 

PRECAUTIONS:  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  carelul  monitoring  ol  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  lett  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
lo  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta  adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCAROIA  and  beta-blocking  agents  is  usually  well  tolerated  bul  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  sately  co-administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  ol  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxm  increased  digoxin  levels  in  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured. digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ot  patients  with 
elevated  digoxm  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adjust- 
ing . and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  tull  prescribing  information  with  reference  to  teratogenicity  in 
rats  embryotoxicity  m rats,  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light -headedness 
peripheral  edema  nausea,  weakness,  headache  and  Hushing  each  occurring  in  about  10%  ot  pa- 
tients, transient  hypotension  in  about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation  inflammation,  |0int  stiffness,  shake 
ness,  sleep  disturbances,  blurred  vision  difficulties  in  balance  dermatitis  pruritus,  urticaria  le- 
ver. sweating  chills  and  sexual  difficulties  Very  rarely,  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however,  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  ot  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  ot  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ol  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED-  Each  orange  soft  gelatin  PROCAROIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCAROIA  CAPSULES  are  supplied  in  bottles  ot  tOO  (NDC  0069-2600-66)  300  (NDC  0069- 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41 ) The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F (15  to  25  C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  information  available  on  request  ? 1982.  Pfizer  Inc 
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CONTROL  OF  SYMPATHETIC  NEURONS 
DURING  HEMORRHAGIC  SHOCK 

Paul  S.  Blum,  Ph.D. 

James  A.  Spath,  Jr.,  Ph.D. 

Mean  arterial  blood  pressure  (MABP)  and 
splanchnic  nerve  (SPN)  activity  was  recorded 
before,  during,  and  after  hemorrhage  of  anes- 
thetized cats.  In  eight  cats,  administration  of 
p-chlorophenylalanine  (p-CPA,  300  mg/kg,  i.p., 
48  hours  prior  to  hemorrhage)  depleted  serotonin 
by  greater  than  80%.  These  cats  were  hemor- 
rhaged to  a MABP  of  40  mm/Hg  for  two  hours. 
After  60  minutes,  naloxone  hydrochloride  (2 
mg/kg,  i.v. ) was  administered  as  a bolus  fol- 
lowed by  a continuous  infusion  (2  mg/kg/h). 
Ten  additional  cats  were  hemorrhaged  and  ad- 
ministered an  equivalent  volume  of  0.9%  NaCl. 
Five  hemorrhaged  cats  received  naloxone  but 
were  not  pretreated  with  p-CPA.  Naloxone  pro- 
duced a sustained  pressor  response  for  the  next 
hour  in  the  animals  pretreated  with  p-CPA.  The 
MABP  was  significantly  different  from  prenalox- 
one values  and  was  different  compared  to  the 
MABP  of  the  other  two  groups.  SPN  activity 
increased  following  administration  of  naloxone 
in  animals  pretreated  with  p-CPA  but  did  not 
increase  in  the  animals  given  saline.  These  re- 
sults suggest  that  opiate  blockade  produced  an 
increase  in  preganglionic  sympathetic  activity  in 
animals  depleted  of  serotonin.  Moreover,  the 
results  are  consistent  with  the  hypothesis  that  a 
serotonergic  and  opiate  system  depresses  the 
cardiovascular  system  in  hemorrhage. 

Dr.  Blum  is  Assistant  Professor  of  Physiology  at  Jefferson 
Medical  College,  Philadelphia. 

Dr.  Spath  is  Associate  Professor  of  Physiology,  Jefferson  Medi- 
cal College,  Philadelphia. 
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Ca++  CHANNEL  IDENTIFICATION  AND 
MECHANISM  OF  ACTION 

Stephen  F.  Flaim,  Ph.D. 

In  order  for  vascular  smooth  muscle  cells  to 
contract,  intracellular  free  calcium  ion  concen- 
tration must  be  elevated  above  its  resting  level 
of  approximately  10  7M.  This  can  be  accom- 
plished by  at  least  two  basic  physiologic  mecha- 


nisms. Calcium  can  be  released  from  intracellular 
(including  cell  membrane)  storage  sites  and/or 
calcium  ion  can  move  into  the  cell  down  its  con- 
centration gradient  across  the  cell  membrane. 
This  process  of  excitation-contraction  coupling 
can  be  activated  by  changes  in  the  membrane 
potential  (electromechanical  coupling)  or  by  the 
binding  to  and  subsequent  activation  of  a mem- 
brane receptor  by  a pharmacological  agent 
( pharmacomechanical  coupling).  Electrome- 
chanical coupling  stimulates  movement  of  cal- 
cium into  the  cell  via  potential -dependent  cal- 
cium channels  (PDCs)  while  pharmacomechani- 
cal coupling  utilizes  a distinctly  different  chan- 
nel termed  receptor-operated  calcium  channels 
(ROCs).  Since  large  coronary  arteries  are  known 
to  be  involved  in  the  phenomenon  of  coronary 
spasm  resulting  in  one  or  more  forms  of  angina 
pectoris,  we  selected  for  several  reasons  the  bo- 
vine large  ventricular  coronary  artery  for  detailed 
analysis  of  the  excitation-contraction  coupling 
mechanism.  Stimulation  of  the  PDC  using  high 
potassium  (KCI)  resulted  in  a monophasic  ten- 
sion response  which  plateaued  by  10  minutes 
and  which  could  be  entirely  blocked  by  removal 
of  extracellular  calcium  ion  from  the  bathing 
media.  Analysis  of  45Ca  influx  rates  during  KCI 
confirmed  that  the  rate  of  calcium  influx  was 
maximal  and  plateaued  by  10  minutes  of  ex- 
posure to  KCI.  Previous  studies  on  rabbit  aorta 
indicate  that  the  PDC  and  ROC  are  two  dis- 
tinctly different  physical  entities.  Bovine  coro- 
nary artery  was  found  to  possess  ROCs  which 
are  sensitive  to  both  5-hydroxytryptamine  (5- 
HT)  and  acetylcholine  (ACH).  In  both  in- 
stances, activation  of  the  ROC  resulted  in  bi- 
phasic  tension  responses  which  peaked  at  ap- 
proximately two  minutes  and  fell  to  a plateau 
level  at  approximately  30  minutes.  However, 
both  the  tension  and  calcium  flux  responses  to 
5-HT  and  ACH  had  significantly  different  char- 
acteristics. The  results  of  these  studies  indicate 
that  in  bovine  coronary  artery,  there  are  at  least 
two  distinctly  different  ROCs  sensitive  to  5-HT 
and  ACH  respectively.  Studies  were  conducted 
to  determine  the  effects  of  two  calcium  channel 
blockers  (verapamil  and  diltiazem)  on  the  bo- 
vine coronary  artery.  The  results  indicate  that 
verapamil  is  more  effective  as  an  inhibitor  of 
excitation-contraction  coupling  in  the  bovine 
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coronary  artery  than  is  diltiazem  during  activa- 
tion of  ROC  by  5-HT  and  during  aotivation  of 
PDC.  However,  verapamil  and  diltiazem  are 
relatively  equipotent  for  inhibition  of  activation 
of  ROC  by  ACH.  These  data  suggest  that  there 
may  be  some  specificity  of  different  calcium 
channel  blockers  for  different  types  of  calcium 
influx  channels  in  vascular  smooth  muscle. 

Dr.  Flaim  is  Principle  Scientist  in  the  Department  of  Biological 
Research,  Section  of  Cardiovascular  Research  at  McNeil  Pharma- 
ceuticals, Spring  House,  Pennsylvania. 
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CHEMICAL  ENERGETICS  OF  MAMMALIAN 
SMOOTH  MUSCLE 

Thomas  M.  Butler,  Ph.D. 

Marion  J.  Siegman,  Ph.D. 

The  rabbit  taenia  coli  was  treated  so  that  res- 
piration and  glycolysis  were  blocked  in  order  to 
measure  directly  the  high-energy  phosphate  utili- 
zation associated  with  various  mechanical  out- 
puts in  smooth  muscle.  At  18°C  under  isometric 
conditions  at  95%  10,  the  average  rate  of  high- 
energy  phosphate  usage  is  22  nmole/  (g.sec) 
during  the  period  of  force  development.  This 
is  four-fold  higher  than  that  measured  later  dur- 
ing the  period  of  nearly  constant  isometric  force 
maintenance  when  the  rate  of  chemical  energy 
usage  is  equivalent  to  each  ATPase  site  on  myo- 
sin hydrolyzing  ATP  once  every  15  sec.  The 
economy  of  force  maintenance  is  about  100  times 
higher  than  that  of  fast  skeletal  muscle.  When 
the  muscle  is  stimulated  isometrically  and  then 
allowed  to  shorten  and  produce  external  work, 
there  is  an  increase  in  the  rate  of  high-energy  phos- 
phate usage  above  that  observed  under  isometric 
conditions.  The  maximum  active  external  work 
produced  for  each  mole  of  ATP  utilized  was  7.1 
kjoule.  This  is  a substantially  lower  efficiency 
of  work  production  than  that  reported  for  stri- 
ated muscle,  and  stands  in  contrast  to  smooth 
muscle’s1  high  economy  of  force  maintenance. 
It  should  be  noted  that  since  smooth  muscles 
generally  have  a large  passive  tension  at  the 
length  at  which  maximum  active  force  is  gen- 
erated, and  are  associated  with  organs  having 


reservoir  functions,  it  is  possible  for  a large  quan- 
tity of  work  to  be  derived  from  passive  mechani- 
cal processes  in  vivo.  This  diminishes  the  dis- 
advantages associated  with  a high  chemical 
energy  cost  of  active  work  production.  The 
chemical  energy  usage  in  muscles  stimulated  and 
stretched  during  the  period  of  force  development 
was  decreased  by  up  to  80%  compared  to  iso- 
metric conditions.  This  is  consistent  with  the 
hypothesis  that  stretch  during  activation  prevents 
crossbridge  cycling  even  though  force  output 
from  the  muscle  is  high.  Such  a mechanical 
regulation  of  crossbridge  cycling  rate  would  be 
potentially  important  in  smooth  muscle  of  hollow 
organs  where  stretch  during  the  initial  period 
of  activation  is  common.  Such  a mechanism 
allows  the  muscle  to  avoid  the  normally  high 
chemical  energy  cost  associated  with  the  initial 
development  of  force. 

Dr.  Butler  is  Associate  Professor  of  Physiology  at  Jefferson 
Medical  College,  Philadelphia. 

Dr.  Siegman  is  a Professor  of  Physiology  at  Jefferson  Medical 
College,  Philadelphia. 
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DEVELOPMENT  OF  A BIFUNCTIONAL 
ANGIOTENSIN  ANTAGONIST 

Andrew  Chiu,  Ph.D. 

A bifunctional  angiotensin  antagonist,  Sar- 
cosyl1  -Alanyl8  -angiotensin  I (SAAI)  with  its 
inhibitory  activities  directed  to  both  the  convert- 
ing enzyme  (C  E)  and  the  angiotensin  receptor 
sites,  was  synthesized.  Using  an  isolated  C E 
preparation,  SAAI  was  shown  to  be  an  excellent 
substrate  ( Km  4.8  x 10  5 M & Vm  1.08  /xmol/min/ 
mg  protein ) . Its  kinetic  parameters  were  similar 
to  those  of  AI.  Agonistic  activity  was  not  noted 
in  rat  uterus  and  G.P.  ileum  at  doses  up  to  10 
//.g/ml.  SAAI  was  a poor  antagonist  to  AI  and 
All  as  compared  to  SAAII  in  rat  uterus  while 
it  was  a potent  inhibitor  in  G.P.  ileum.  Bifunc- 
tional antagonism  could  be  demonstrated  in  this 
preparation  as  shown  by  a greater  displacement 
of  AI  dose-response  curve  to  the  right  (215- 
fold)  than  that  of  All  (146-fold).  In  contrast, 
the  response  to  bradykinin  was  potentiated  mere- 
ly by  two-fold  and  no  effect  was  noted  with 
acetylcholine. 
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Sarx-Ala8-AI  induced  no  blood  pressure  (BP) 
elevation  when  infused  into  dially-barbiturate- 
anesthetized  rats,  in  contrast  with  SAAII.  How- 
ever, it  was  equipotent  to  SAAII  in  inhibiting 
the  pressure  effects  of  AI  and  AIL  No  indica- 
tion of  bifunctional  antagonism  could  be  demon- 
strated even  at  a high  dose  of  10  ^g/kg/min. 
The  hypotensive  effect  of  bradykinin  was  also 
not  altered.  Its  inhibitory  action  was  drastically 
reduced  by  the  presence  of  a C E inhibitor, 
BPP5a.  When  tested  in  conscious  2-kidney,  1- 
clip  Goldblatt  hypertensive  rats,  dramatic  reduc- 
tion of  BP  was  elicited  by  SAAI  at  10  jug/kg/min. 
No  change  in  BP  was  obtained  in  SHR.  In  sum- 
mary, SAAI  is  a viable  prototype  of  a bifunc- 
tional angiotensin  antagonist  which  has  low  in- 
trinsic activity  and  is  a selective  and  potent  in- 
hibitor for  the  renin-angiotensin  system. 
(Supported  by  a grant  from  AHA.) 

Dr.  Chiu  is  Senior  Research  Pharmacologist  in  the  Pharmaceutical 
Research  and  Development  Division  of  E.  I.  du  Pont  de  Nemours 
and  Company,  Wilmington. 


APOLIPOPROTEIN  B IN  RELATION  TO 
ATHEROSCLEROSIS 

David  C.  Usher,  Ph.D. 

LiShin  Huang 

Among  the  numerous  risk  factors  associated 
with  atherosclerosis,  one  of  the  best  documented 
has  been  that  of  blood  lipids,  particularly  cho- 
lesterol. Cholesterol  is  transported  in  mammals 
primarily  in  the  form  of  water-soluble  particles 
called  low  density  lipoproteins  ( LDL ) . Al- 
though LDL  levels  also  appear  to  be  important 
in  atherogenesis,  technical  problems  have  hamp- 
ered research  designed  to  determine  the  bio- 
chemistry of  this  molecule  and  in  particular  the 
biochemistry  of  the  major  protein  found  in  the 
molecule,  the  B apolipoprotein  (apo  B).  As  an 
alternative  approach  we  have  examined  apo  B 
using  immunogenetic  methods.  By  crossimmu- 
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nizing  rabbits  with  LDL  from  different  rabbits, 
we  have  derived  four  alloantisera  which  appear 
to  define  three  genes.  The  products  of  two  of 
the  genes  are  found  in  the  highest  concentration 
in  LDL,  are  found  to  lesser  extent  in  very  low 
density  lipoproteins  (VLDL)  and  serum  chylo- 
microns, and  are  essentially  absent  from  high 
density  lipoproteins  (HDL).  The  other  gene 
product  differs  from  these  two  in  that  it  is  found 
in  significant  amounts  in  HDL.  Immunochemi- 
cal analysis  has  shown  that  each  of  the  alloanti- 
sera reacts  strongly  with  the  apo  B which  is  the 
major  protein  in  LDL.  The  alloantisera  also  re- 
act weakly  with  another  apo  B,  one  which  is 
found  in  high  concentrations  in  chylomicrons 
and  in  low  concentrations  in  LDL.  Our  results 
indicate  that  there  are  a minimum  of  three  apo 
B isotypes  in  LDL.  This  suggests  that  the  body 
may  be  able  to  “target”  cholesterol  to  different 
tissues  simply  by  varying  the  levels  of  LDL  bear- 
ing a specific  isotype. 

Dr.  Usher  is  Assistant  Professor  in  the  School  of  Life  and 
Health  Sciences,  University  of  Delaware. 

Ms.  Huang  is  a research  assistant  in  the  School  of  Life  and 
Health  Sciences,  University  of  Delaware. 
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A CANINE  MODEL  OF  SUDDEN  DEATH 

E.  Neil  Moore,  D.V.M.,  Ph.D. 

Joseph  F.  Spear,  Ph.D. 

The  large  number  of  experimental  models 
used  to  evaluate  ventricular  arrhythmias  points 
out  the  inability  of  any  one  model  to  simulate 
the  ventricular  tachyarrhythmias  associated  with 
coronary  artery  disease'  in  man.  It  has,  there- 
fore, become  standard  practice  to  utilize  a bat- 
tery of  animal  models  for  the  evaluation  of  the 
mechanisms  and  therapy  of  ventricular  tachyar- 
rhythmias. Chronic  animal  models  having  elec- 
trically inducible  ventricular  tachyarrhythmias 
similar  to  the  lethal  ventricular  arrhythmias  that 
contribute  to  sudden  death  in  patients  with  ische- 
mic heart  disease  have  proven  particularly  diffi- 
cult to  develop.  Our  laboratory  has  developed 
an  occlusion-reperfusion  canine  model  in  which 
we  occlude  the  anterior  descending  coronary 
artery  just  proximal  or  distal  to  the  first  large 
diagonal  branch  using  a two-stage  Harris  pro- 
cedure, followed  two  hours  later  by  the  release 
of  the  occlusion.  ’ In  animals  with  extensive  col- 
laterals or  anastomosing  vessels  we  also  per- 
manently ligate  at  least  two  or  three  of  the  more 
prominent  anastomosing  epicardial  vessels  at  the 
cardiac  apex.  This  procedure  results  in  dogs 
with  heterogeneous  mottled  infarctions  with  in- 
terspersing of  normal  and  abnormal  tissue.  While 
these  dogs  do  not  develop  spontaneous  ventricu- 
lar tachyarrhythmias,  it  is  possible  using  pro- 
grammed electrical  stimulation  to  reproducibly 
initiate  ventricular  tachycardia  or  fibrillation  in 
the  majority  of  the  animals  operated  on.  The 
ability  of  programmed  stimulation  to  induce  a 
sustained  ventricular  tachycardia  is  still  present 
two  years  after  the  initial  occlusion-reperfusion 
surgical  procedure  (unpublished  observation). 
These  animals  can  be  investigated  acutely  in 
order  to  obtain  detailed  electrophysiological 
data  at  multiple  sites  including  strength-interval 
curves,  conduction  times  and  refractoriness.  It 
is  also  possible  to  study  these  animals  with 
chronically  implanted  electrodes  in  the  unanes- 
thetized state  and  to  use  each  animal  as  its  own 
control  over  a prolonged  period  of  investigation. 

Dr.  Moore  is  Professor  of  Physiology  in  the  Department  of 
Medicine  at  the  University  of  Pennsylvania,  Philadelphia. 

Dr.  Spear  is  Professor  of  Physiology  in  the  Department  of 
Animal  Biology  at  the  University  of  Pennsylvania,  Philadelphia. 
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MYOCARDIAL  IMAGING  AGENTS 

Ned  D.  Heindel,  Ph.D. 

Miguel  Turizo,  M.S. 

D.  V.  Woo,  Ph.D. 

H.  Donald  Burns,  Ph.D. 

V.  Balasubramanian,  Ph.D. 

Currently  Tl-201  is  the  most  widely  employed 
radiodiagnostic  for  myocardial  imaging,  but  its 
high  background,  high  cost,  low  photo  peak  and 
low  count  rate  per  dose  suggest  it  to  be  a prime 
candidate  for  replacement  by  any  other  clearly 
superior  imaging  radiotracer.  Tracers  such  as 
1-131  (or  Tc-99m)  human  serum  albumin,  In- 
113m  transferrin,  Tc-99m  glucoheptonate,  Tc- 
99m  phosphonates,  and  various  radio-organo- 
mercurials  have  been  used  for  heart  imaging  but 
these  are  either  mere  cardiovascular  pool/per- 
fusion  agents  or  are  slowly-incorporated,  infarct- 
avid  substances  of  low  selectivity  and  lower  than 
optimum  target/nontarget  ratios. 

Radiopharmaceuticals  which  could  probe  small 
changes  in  myocardial  metabolism  hold  promise 
for  early  detection  of  ischemia  and  later  infarct 
sizing.  Radiolabeled  fatty  acids  and  C-ll  (or 
F-18)  analogs  of  glucose  are  useful  metabolic 
substrates  for  imaging  myocardial  disorders  but 
the  short  t,,  of  the  nuclides  and  the  necessity 
for  on-the-spot  synthesis  virtually  precludes  their 
wide  utility. 

Appropriate  enzyme  substrates  ( and  inhibi- 
tors) have  been  isotopically  tagged  and  have 
demonstrated  clinical  utility  in  scintigraphic  as- 
sessment of  adrenal  and  reproductive  tissue 
abnormalities.  Acetylcholinesterase  substrates 
or  inhibitors  would  appear  to  be  an  attractive 
class  of  substances  for  differential  assessment  of 
regional  abnormalities  of  myocardial  function. 
The  heart  atrium/blood  ratio  of  cholinesterase 
activity  in  the  rat  is  ~12/1  indicating  that  even 
reversible  inhibitors  of  acetylcholinesterase  might 
concentrate  sufficiently  in  the  heart  to  produce 
a useful  image.  Studies  of  the  active  site  of  the 
enzyme  have  shown  that  it  is  composed  of  an 
anionic  locus  (which  binds  quaternary  amines) 
and  an  esteratic  receptor  (which  binds  carbonyl 
functions).  An  1-125  labeled  quaternary  amine 
[4-1-  125-iodophenyltrimethylammonium  acetate  ] 


displayed  heart/blood  uptake  of  12.5  at  1 minute 
postdosing  and  delivered  26%  of  the  injected 
dose  to  the  heart.  The  nonradioactive  material 
evaluated  in  vitro  against  acetylcholinesterase 
showed  inhibition  at  concentrations  as  low  as 
10  5M.  Rapid  in  vivo  “wash  out”  of  the  tracer 
dropped  heart/blood  ratios  to  ~3.4  in  30  min- 
utes. 

This  study  reports  the  development  of  two  new 
classes  of  acetylcholinesterase  inhibitors  with 
molecular  components  to  fit  both  anionic  and 
esteratic  sites,  choline  butenoates  and  choline- 
carbonates.  Both  classes  have  been  evaluated 
in  vitro  against  electric  eel  acetylcholinesterase 
and  have  shown  inhibition.  One  analog  p-chloro- 
methylphenyl  choline  carbonate  was  irreversibly 
inhibitory,  possessed  an  IC50  of  7.5  x 10'5  and 
showed  time  dependent  inactivation  kinetics;  all 
events  characteristic  of  an  active-site  binding, 
koat  inhibitor.  Subsequent  studies  are  directed 
to  the  attachment  of  a radionuclide  to  the  car- 
rier moiety  and  assessment  of  differential  uptake 
in  heart  tissue. 

Dr.  Heindel  is  Professor  of  Chemistry  and  Director  of  the 
Center  for  Health  Sciences  at  Lehigh  University,  Bethlehem,  Penn- 
sylvania. 

Mr.  Turizo  is  a research  assistant  at  Lehigh  University,  Beth- 
lehem, Pennsylvania. 

Dr.  Woo  is  Assistant  Professor  at  Hahnemann  Hospital,  Phila- 
delphia. 

Dr.  Burns  is  Associate  Director  for  the  Research  Division  of 
Radiation  Health  at  Johns  Hopkins  Medical  Institution,  Baltimore. 

Dr.  Balasubramanian  is  Assistant  Professor  in  the  Division  of 
Radiation  Health  at  Johns  Hopkins  Medical  Institution,  Baltimore. 
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LEFT  VENTRICULAR  FUNCTION  IN  PRESSURE 
AND  VOLUME  OVERLOAD  HYPERTROPHY 
IN  MAN 

Blase  A.  Carabello,  M.D. 

Valvular  heart  diseases  that  produce  pressure 
or  volume  overload  hypertrophy  of  the  left  or 
right  ventricle  may  be  well  tolerated  during  a 
prolonged  period  of  compensation.  Eventually, 
however,  signs  and  symptoms  of  left  ventricular 
failure  usually  ensue.  The  key  clinical  question 
which  arises  is  to  what  degree  are  these  symptoms 
due  to  muscle  dysfunction  versus  the  abnormal 
loading  condition  imposed  by  the  disease.  This  is 
important  since  muscle  dysfunction  is  usually 
permanent,  while  the  abnormal  loading  condi- 
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tion  is  reversible  by  valve  surgery.  Thus,  if  the 
patient’s  symptoms  are  primarily  due  to  muscle 
dysfunction  the  prognosis  is  poor,  but  if  symp- 
toms are  primarily  due  to  altered  load  the  prog- 
nosis with  valve  surgery  is  good.  The  currently 
popular  ejection  phase  indices  of  ventricular 
function  such  as  ejection  fraction  are  seriously 
deficient  in  the  evaluation  of  such  patients.  Ejec- 
tion fraction  is  not  only  altered  by  muscle  func- 
tion but  by  load  as  well.  Thus  ejection  fraction 
may  be  unable  to  distinguish  between  dysfunc- 
tion imposed  by  poorly  contracting  muscle  versus 
dysfunction  due  to  abnormal  load.  Cardiac  per- 
formance must  be  evaluated  in  the  context  of  the 
load  present  in  order  to  draw  accurate  conclusions 
regarding  muscle  function  in  human  hypertrophy 
states.  Our  group  has  examined  muscle  function 
and  load  in  the  common  pathologic  pressure  and 
volume  overload  valvular  diseases  including  aor- 
tic stenosis,  aortic  regurgitation  and  mitral  re- 
gurgitation. Our  conclusions  are  that  muscle 
function  is  relatively  good  in  most  patients  with 
aortic  stenosis  and  heart  failure  and  that  exces- 
sive load  in  that  disease  is  largely  responsible 
for  the  cardiac  malperformance  present.  In  aor- 
tic regurgitation,  both  excessive  afterload  and 
muscle  dysfunction  account  for  congestive  heart 
failure.  In  mitral  regurgitation,  the  unloaded 
heart  may  have  significant  muscle  dysfunction 
co-existent  with  a normal  ejection  fraction. 

Dr.  Carabello  is  Associate  Professor  of  Medicine  and  Physiology 
and  Director  of  Cardiac  Diagnostic  Laboratories  at  Temple  Uni- 
versity School  of  Medicine,  Philadelphia. 

% % % 

METABOLISM  OF  LIPOPROTEINS  IN 
EXPERIMENTAL  NEPHROSIS 

Julian  B.  Marsh,  M.D. 

David  W.  Garber,  M.D. 

The  nephrotic  syndrome  in  humans  or  experi- 
mental animals  is  characterized  by  proteinuria, 
hypoalbuminemia,  and  hyperlipemia,  accom- 


panied by  accelerated  atherosclerosis.  We  have 
shown  that  increased  hepatic  synthesis  of  plasma 
lipoproteins  and  apolipoproteins  is  the  primary 
cause  of  the  hyperlipemia.  There  is  also  evi- 
dence for  decreased  catabolism  of  lipoproteins. 
When  125I-VLDL  was  injected  into  nephrotic 
rats,  94 ±5.1%  of  the  total  label  was  recovered 
from  plasma  after  30  minutes  compared  to  73 ± 
3.6%  in  controls.  For  the  apo  B of  VLDL,  108± 
5.8%  was  recovered  from  nephrotic  plasma  while 
only  39%  was  recovered  in  controls.  The  disap- 
pearance of  more  than  half  of  the  apo  B in  30  min- 
utes in  normal  rats  reflects  the  almost  complete 
removal  from  plasma  of  apo  BL,  the  lower  mol  wt 
form  of  apo  B.  Thus,  the  ratio  of  labeled  apo  BL 
to  apo  Bm  in  plasma  is  a measure  of  the  degree 
of  in  vivo  processing  of  VLDL.  In  nephrotic 
rats,  1 hour  after  injection  of  labeled  VLDL,  the 
plasma  apo  Br/apo  BH  labeling  ratio  was  1.74 
±0.114  while  that  for  controls  was  0.71±0.119. 
Correction  of  the  hypoalbuminemia  by  albumin 
infusion  did  not  repair  the  catabolic  defect.  In- 
jection of  heparin  caused  hydrolysis  of  plasma 
triglycerides  in  both  nephrotics  and  controls,  but 
was  associated  with  a decreased  release  of  hepatic 
and  lipoprotein  lipase  in  nephrotics.  Perfusion 
of  livers  from  control  and  nephrotic  rats  with 
heparin  gave  a release  of  47.5 ±3.1  u/g  liver  wt 
(controls)  and  24.9 ±1.0  u/g  (nephrotic).  It  is 
not  yet  clear  whether  or  not  this  decrease  is 
critical  in  hepatic  clearance  of  VLDL  remnants, 
and  the  question  of  receptor  saturation  remains 
to  be  resolved. 

In  the  case  of  HDL,  the  catabolic  rate  ap- 
proached saturation  when  the  plasma  concentra- 
tion of  apo  A-l  was  three  times  normal  (it  can 
reach  10-fold  higher  plasma  levels).  Thus  rats 
with  experimental  nephrosis  have  hyperlipemia 
because  lipoprotein  catabolism  cannot  keep  up 
with  increased  hepatic  synthesis. 

Dr.  Marsh  is  Professor  and  Chairman  of  the  Department  of 
Physiology  and  Biochemistry  at  The  Medical  College  of  Penn- 
sylvania, Philadelphia. 

Dr.  Garber  is  a post-doctoral  fellow  in  the  Department  of 
Physiology  and  Biochemistry  at  The  Medical  College  of  Pennsyl- 
vania, Philadelphia. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


NEUROLOGY  OF  MUSCULOSKELETAL  AND  RHEU- 
MATIC DISORDERS,  by  Kenneth  K.  Nakano,  M.D., 

Houghton  Mifflin  Professional  Publishers,  Boston, 
1979.  401  pp.  Illus.  Price  $60.00. 

As  pointed  out  in  the  introduction  to  this  book, 
most  internists,  general  practitioners,  and  many 
surgeons  see  patients  during  the  course  of  their 
daily  office  practices  who  complain  of  musculo- 
skeletal and  neuralgic  pain  for  which  the  phy- 
sician has  no  clear  understanding.  This  partially 
reflects  the  diverse  ways  patients  have  of  ex- 
plaining their  symptoms  but  also  reflects  the  all- 
too-frequent  limited  expertise  the  practitioner 
brings  to  his  patients  in  terms  of  neurologic  and 
rheumatic  evaluation.  Most  physicians  take  sol- 
ace in  the  fact  that  these  complaints  will  fre- 
quently respond  to  time  and  empiric  treatment, 
eventually  resolving  completely.  The  author  is 
a neurologist  who  spent  a good  deal  of  time  at 
a rheumatic  disease  hospital  in  Boston  and  there- 
fore has  been  exposed  to  the  variety  of  manifes- 
tations of  neurologic  disease  that  present  pri- 
marily as  musculoskeletal  pain  syndromes,  as 
well  as  those  neurologic  manifestations  that  oc- 
cur in  rheumatic  disease.  He  has  brought  that 
experience  to  the  text,  which  is  prepared  and 
illustrated  in  a very  clear  fashion  and  could 
easily  provide  the  practicing  physician  with  an 
excellent  reference  to  aid  in  the  development 
of  his  own  evaluative  skill. 

The  text  is  divided  into  eleven  chapters.  The 
initial  chapters  deal  with  a review  of  the  neuro- 
logic history  and  physical  examination  as  well 
as  neurodiagnostic  procedures:  how  they  are  done 
and  how  they  should  be  interpreted  as  well  as 
when  to  order  them.  The  remaining  chapters 
deal  with  primary  muscle  disorders,  primary 
peripheral  nerve  disorders,  entrapment  neur- 
opathy, nerve  injuries,  spinal  cord  disorders, 
cervical  spine  disorders  and  lumbosacral  spine 


disorders,  the  neurologic  complications  of  rheu- 
matoid arthritis  and  ankylosing  spondylitis,  and 
finally  the  neurologic  complications  of  systemic 
disease.  Several  chapters  are  particularly  help- 
ful. The  initial  chapters  reviewing  the  nemo- 
logic  examination  and  neurologic  evaluative  pro- 
cedures are  a good  review.  The  chapter  on 
primary  muscle  disease  is  rather  complete  and 
straightforward.  Entrapment  neuropathies,  which 
are  common  problems  in  clinical  practice,  are 
also  covered  in  a rather  straightforward  manner. 
All  chapters  are  complemented  by  excellent  illus- 
trations that  emphasize  the  anatomy. 

This  is  not  really  a book  for  neurologists,  but 
it  should  clearly  provide  a useful  supplement  to 
the  shelf  of  the  practicing  physician,  whether 
he  be  internist,  family  practitioner,  surgeon,  or 
rheumatologist.  Its  organization,  illustration, 
and  the  nature  of  its  discussion  make  it  a valuable 
reference  for  all  of  us  dealing  with  neuralgic 
and  rheumatic  symptomatology. 

James  H.  Newman,  M.D. 

Vc  & 

THE  CLAY  PEDESTAL,  by  Thomas  Preston,  M.D., 

Madrono  Publishers,  Seattle,  Washington.  1981. 
212  pp.  Price  $12.95. 

Preston,  a cardiologist,  examines  the  doctor- 
patient  relationship  from  a historical  and  funda- 
mental perspective.  The  practice  of  medicine 
is  shown  to  mirror  the  beliefs  of  the  community 
throughout  history,  rather  than  the  needs  of 
patients.  Healing,  however,  has  always  been 
directly  attributed  to  interventions  by  physi- 
cians. These  views  have  caused  the  physician- 
patient  relationship  to  evolve  in  such  a way  that 
at  present  the  patient  has  a long-standing  and 
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emotional  investment  in  believing  the  physician 
has  a special  status  and  authority,  and  that  an 
inherent  difference  exists  between  the  patient 
and  the  doctor.  The  patient  disavows  the  right 
to  decide  and  to  know,  as  the  physician  retains 
control  and  has  exclusive  rights  as  healer. 

Preston  claims  that  this  unbalanced  relation- 
ship is  perpetuated  in  medical  school,  where  it 
is  taught  that  the  patient  and  the  rules  of  normal 
human  interactions  are  subordinate  to  the  medi- 
cal profession.  He  criticizes  medical  ethics  for 
being  profession-centered,  not  patient-centered, 
and  the  physician  for  being  more  concerned  with 
the  doctor-profession  relationship  than  the  doc- 
tor-patient relationship.  The  clinician  allegedly 
elects  to  use  clinical  judgment  rather  than  scien- 
tific knowledge,  since  this  allows  him  a special 
status  that  provides  authority  and  exclusivity. 
Preston  continues  to  point  out  the  frequency  of 
overtreatment  and  deceptive  practice,  and  the 
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influence  of  financial  considerations  over  human- 
istic ones  in  the  treatment  of  patients. 

On  Preston’s  terms,  reform  requires  a funda- 
mental change  in  the  attitudes  of  physicians  and 
the  consuming  public  to  alter  the  doctor-patient 
relationship  so  as  to  reorient  medical  practices 
to  the  needs  of  individual  patients.  This  re- 
quires the  patient  to  assume  individual  responsi- 
bility for  sensible  health  habits  and  to  treat  the 
physician  as  an  equal  partner  and  an  information 
source.  Societv  needs  to  create  patient-advocate 
physicians  and  primary  physicians  whose  eco- 
nomic and  professional  incentives  would  be  pa- 
tient-oriented. 

Though  I agree  with  the  author’s  general  con- 
clusions regarding  the  need  for  public  involve- 
ment and  patient  responsibility  in  health  care, 
I am  not  convinced  of  his  premises.  Preston 
states,  for  instance,  that  “.  . . trickery  and  decep- 
tion used  to  induce  patients  to  accept  a particu- 
lar therapy  or  diagnostic  test  is  common  in  clini- 
cal practice.”  Also,  he  claims  that  testimonials 
and  clinical  judgment  are  the  primary  sources 
of  evidence  of  benefit  of  therapies,  and  scientific 
impartial  assessments  of  such  therapies  are  re- 
sisted because  they  question  such  judgments. 
This  book  is  assuredly  one  physician’s  opinions 
and  should  be  read  as  such.  There  is  no  attempt 
to  substantiate  his  generalizations  and  condem- 
nations. If  the  fervent  cries  for  the  “Second 
Coming  of  Hippocrates”  are  dismissed,  however, 
Preston  does  entertain  some  interesting  and  con- 
crete suggestions  that  are  worth  examining. 
Though  some  may  find  it  unpalatable,  there  is 
sufficient  food  for  thought. 


This  course  is  designed  to  update  the  family 
physician  in  current  concepts  of  medicine  with 
emphasis  on  practical  and  clinical  aspects  of 
patient  care.  New  diagnostic  and  therapeutic 
techniques  will  be  presented,  and  major  aspects 
of  traditional  care  will  be  reviewed. 


A wide  variety  of  teaching  formats  will  be 
used  including  lectures  by  nationally  respected 
experts,  live  case  presentations,  sessions  with 
mechanical  and  live  patient  simulators  and 
access  to  videotapes  and  computerized  learn- 
ing programs. 


For  further  information  contact: 


Program  of  Continuing  Education 
University  of  Maryland 
School  of  Medicine 
10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528-3956 


Dobbin  Chow 

Mr.  Chow  is  a third-year  medical  student  at  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia. 

% % % 

GUIDE  TO  PATIENT  EVALUATION:  HISTORY  TAK- 
ING, PHYSICAL  EXAMINATION,  AND  THE  PROB- 
LEM ORIENTED  METHOD,  Fourth  Edition,  by  Jac- 
quest  L.  Sherman,  M.D.,  F.A.C.P.,  and  Sylvia  K. 
Fields,  Ed.D.,  R.N.,  Medical  Examination  Pub- 
lishing Co,  Inc.,  Garden  City,  New  York,  1982. 
508  pp.  Illus.  Price  $17.95. 

Guide  to  Patient  Evaluation  is  written  to  be 
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To  Treat  The  Special  Needs  of  the 
Person,  Is  to  Begin  to  Break 
The  Bonds  of  Dependency 


It  is  a complex,  multi-faceted  problem;  to  find  the 
key  that  will  help  a person  chained  to  substance  abuse 
or  chemical  dependency  break  through  to  a new,  pro- 
ductive life. 

At  Sheppard  Pratt,  a national  psychiatric  center  for 
treatment,  education,  and  research,  we  seek  this  key 
within  each  new  patient  before  us.  We  first  work  to 
determine  the  uniqueness  of  the  person— and  the  special 
life  circumstances  that  led  to  organizing  a life  around 
drugs  or  pills  or  alcohol. 

Only  after  we’ve  found  the  why  of  the  dilemma, 
do  we  move  to  the  how  of  therapy.  Only  then  do  we 
develop  an  individualized  treatment  plan  of 
physical,  psychological,  social,  and  vocational 
treatment  to  meet  the  individual's  special 
needs.  Detoxification,  when  necessary,  pro- 
ceeds under  close  medical  supervision. 

This  highly  individualized  approach  en- 
ables us  to  work  effectively  on  the  primary 


challenge  of  substance  abuse  and  chemical  dependency: 
the  challenge  of  seeing  the  patient  function  well  in  the 
world  after  a 4-12  week  inpatient  program.  All  of  our 
therapy  programs— group  therapy,  activity  therapy,  physi- 
cal exercise,  social  competency  activity,  and,  where 
indicated,  individual  and  behavior  therapy—  are  directed 
to  this  end. 

Equally  important  is  the  emphasis  we  place  on  after- 
care treatment  planning  for  the  substance  abuser.  This 
treatment  may  entail  periodic  visits  back  to  the  inpatient 
unit,  participation  in  Alcoholics  Anonymous  or  Narcotics 
Anonymous  and  outpatient  aftercare  treatment. 

For  more  information  about  Sheppard 
Pratt’s  Inpatient  Substance  Abuse  and 
Alcohol  Programs,  write  or  call:  Director 
of  Admissions,  The  Sheppard  and  Enoch 
Pratt  Hospital,  6501  North  Charles  Street, 
Baltimore,  Maryland  21204.  Telephone: 
(301 ) 823-8200. 
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a supplement  to  classroom  instruction  of  how  to 
do  a history  and  physical.  It  is  intended  for 
“mid-level”  health  professionals,  ie,  nurses,  nurse 
practitioners,  and  physician’s  assistants.  Most 
of  the  book  is  devoted  to  the  physical  exam  of 
the  healthy  adult.  There  are  also  sections  on 
history  taking  and  interviewing,  and  chapters 
devoted  to  “special”  patients:  newborn,  infant 
and  child,  adolescent,  prenatal,  and  comatose 
patient.  New  in  this  edition  are  chapters  on 
the  geriatric  patient,  nutrition,  simple  lab  pro- 
cedures, and  explanations  of  laboratory  tests. 

The  majority  of  the  book  describes  the  physi- 
cal exam  of  the  healthy  adult.  The  text  is  well- 
written  and  well-illustrated  with  both  drawings 
and  photographs.  Physical  examination  tech- 
niques are  described  simply  and  accurately.  As 
the  authors  emphasize,  the  book  is  intended  as 
a supplement  to  personal  instruction,  and  is  not 
a “do-it-yourself”  text. 

Several  chapters  are  devoted  to  interviewing 
techniques  and  history  taking.  The  authors  de- 


scribe the  means  of  doing  a nonjudgmental,  open- 
ended  interview.  They  make  an  extra  effort  to 
point  out  cultural  differences  that  might  affect 
the  patient-interviewer  relationship.  They  also 
suggest  means  for  recording  the  information 
gained,  using  the  POMR  approach. 

As  mentioned,  the  book  deals  separately  with 
special  classes  of  patients,  from  the  newborn  to 
the  old.  One  chapter  is  devoted  to  each  particu- 
lar class  of  patient.  The  chapters  are  too  brief 
for  those  who  would  choose  to  work  specifically 
with  a particular  type  of  patient.  They  are  ade- 
quate, though,  for  those  interested  in  the  basic 
approach  to  these  types  of  patients. 

Two  new  sections  in  this  book  are  worth  the 
attention  of  all  levels  of  health  professionals. 
The  section  on  the  geriatric  patient,  although 
brief,  covers  the  physical,  social,  and  emotional 
problems  of  this  population.  Since  this  group 
has  only  recently  been  recognized  as  different, 
this  section  is  worth  reading.  Similarly,  nutri- 
tion also  used  to  be  a relatively  neglected  area 


ATTENTION  DOCTORS 
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in  the  specialty  fields  of  internal  medicine,  orthopedics,  neurology,  and 
psychiatry.  Examinations  are  performed  in  your  own  office. 

We  also  have  part-time  positions  for  a psychiatrist  and  internist  available 
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of  medicine.  This  chapter  describes  how  to  take 
and  interpret  a nutritional  assessment,  and  any 
health  professional  may  benefit  from  reading  it. 

It  is  important  to  keep  in  mind  that  no  book 
can  teach  how  to  do  a history  and  physical — one 
learns  by  doing  and  more  doing.  However,  as 
a supplement  to  personal  instruction,  Guide  to 
Patient  Evaluation  is  a good  one — well-written 
and  well-illustrated,  with  a wealth  of  information 
relating  to  the  physical  exam.  It  is  quite  suited 
as  an  aid  in  teaching  the  variety  of  health  pro- 
fessionals who  will  be  given  the  responsibility 
of  doing  histories  and  physicals.  Even  those  who 
already  know  the  basics  may  find  it  useful  in 
honing  their  physical  examination  skills. 

Anita  L.  Sager,  M.D. 

ACTION-ORIENTED  DECISIONS  IN  AMBULATORY 
MEDICINE,  by  Clement  J.  McDonald,  M.D.,  Year 
Book  Medical  Publishers,  Chicago,  Illinois,  1981. 
374  pp.  Price  $43.00. 

This  book  is  concerned  with  medical  decision 
making,  primarily  using  computer  techniques. 
The  author  points  out  the  great  lack  of  good 
clinical  trials  of  diagnostic  testing  in  medical 
literature.  He  discusses  the  many  uncertainties, 
probabilities  and  compounded  unknowns  that  do 
make  medical  practice  an  heuristic  art — at  best — 


not  a science  in  the  truest  sense.  (Heuristic  is 
defined  here  as  designating  a method  of  educa- 
tion, or  computer  programming,  in  which  the 
pupil,  or  machine,  proceeds  along  empirical  lines 
using  rules  of  thumb  to  find  solutions  or  answers ) . 

Dr.  McDonald  discusses  the  continuity  prin- 
ciple so  often  used  in  medicine,  in  which  the 
region  around  an  observed  point  can  usually  be 
expected  to  have  characteristics  similar  to  those 
of  the  observed  point,  ie,  extrapolation.  For 
example,  if  one  /3-blocker  is  beneficial  in  certain 
cardiac  states,  all  /?-blockers  should  be  beneficial. 

The  book  goes  over  medical  care  as  a control 
system  with  three  components: 

1.  set  of  variables  (patient  findings) 

2.  set  of  controls  ( diagnosis  and  treatment  pat- 
terns) 

3.  set  of  target  ideals  (ideal  patient  health) 
Each  cycle  has  two  branches: 

1.  afferent  branch  (path  in) 

2.  efferent  branch  (studies — treatment  to  in- 
fluence state  of  the  system) 

The  main  body  of  the  book  explains  how  vari- 
ous algorithms  are  used  as  reminders  to  the 
practicing  physician  of  diagnostic  studies,  drug 
interactions,  treatment  parameters,  and  follow- 
ups that  can  be  a helpful  adjunct  in  patient 
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care.  He  briefly  outlines  current  medical  think- 
ing used  as  the  basis  for  the  development  of 
structured,  logical  computer  analysis  of  each 
item.  Fifteen  different  disease  entities,  physio- 
logical aberrations,  and  drug  protocols  are  stud- 
ied. The  repetitive,  resultant  outcomes  are  pre- 
dictable, but  the  interwoven  complexities  of  the 
studied  problems  make  such  results  beneficial 
to  patient  and  physician  alike. 

Finally,  the  programming  language  used  to 
develop  these  computer  programs  ( called  CARE ) 
is  dutifully  described.  Most  of  the  control  sys- 
tems are  user  friendly  in  that  they  use  recog- 
nized English  syntax  to  run  the  programs.  Thus, 
expansion  or  modification  of  the  system  program- 
ming software  to  fit  a particular  medical  spe- 
cialty or  practice  pattern  would  not  require  the 
expensive  services  of  a computer  programmer. 

This  is  an  excellent  resource  volume  in  medi- 
cal computer  programming  that  presupposes  sev- 
eral items: 

1.  The  doctor  has  (or  has  access  to)  a com- 
puter system  (72%  of  physicians  do  not  at 
the  present); 

2.  A very  large  patient  population  with  an  ex- 
tensive computer  data  base  to  make  the  sys- 
tem function  efficiently  — both  medically 
and  fiscally;  and 

3.  Many  hours  of  secretarial  input  (initially 
and  follow-up)  to  keep  the  system  current 
and  functional. 

It  would  be  thrilling  to  have  such  an  able  “as- 
sistant” at  one’s  fingertips,  but  the  ultimate  de- 
cision making  process  must  necessarily  remain 
within  the  “living”  physician’s  mind. 

Henri  F.  Wendel,  M.D. 
& «?  & 

MANUAL  OF  GYNECOLOGIC  ENDOCRINOLOGY 
AND  INFERTILITY,  by  Anne  Colston  Wentz,  M.D., 

Baltimore,  Williams  and  Wilkins  Company,  1979. 
100  pp.  Price  $11.95.  Paperback. 

Concise,  specific,  practical.  This  little  manual 
draws  together  hard  to  come  by  information 
usually  scattered  through  medical,  endocrino- 
logic  and  gynecologic  texts.  There  is  a lot  of 
information  in  100  pages. 


PROFESSIONAL  HOME 
HEALTH  CARE  AGENCY 

SERVICING  NEW  CASTLE,  KENT, 
and  CECIL  COUNTIES 

A NON-PROFIT  MEDICARE 
CERTIFIED  AGENCY 

SKILLED  NURSING 
HOME  HEALTH  AIDE  SERVICE 
PHYSICAL  THERAPY 
SPEECH  THERAPY 
OCCUPATIONAL  THERAPY 
MEDICAL  SOCIAL  WORK 
MEDICAL  SUPPLIES 

24-HOUR  ON  CALL  SERVICE 
AVAILABLE  BY  R.N. 

DELAWARE  (302)  738-9756  New  Castle  Co. 

678-8015  Kent  Co. 

MARYLAND  (301)  398-4733  Cecil  Co. 


Baynard  Optical 


Company 

===  i 

Prescription  Opticians  j 

We  Specialize  in  Making  I 

Spectacles  and  Lenses  I 

According  to  Eye  Physicians’  I 

Prescriptions 


j CONCORD  PLAZA 

i 3411  Silverside  Road 

j 2323  PENNSYLVANIA  AVENUE 

j Wilmington,  Delaware 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you'd  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


JA 


mm  THE  m INSURANCE  PEOPLE 

Montgomery m 


Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J A Montgomery 
Financial  Services,  Inc, 
571-5639 


J A Montgomery 
Securities  Corporation 
571-5631 


Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 


In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


Colleagues  Joseph  A.  Arminio,  M.D.,  was  elevated  from  Associate  to  Active  membership  in 
in  the  News  the  American  Society  for  Surgery  of  the  Hand  at  its  annual  meeting  in  March 
in  Anaheim,  California. 


John  J.  Chabalko,  M.D. , of  Wilmington,  attained  Fellowship  status  in  the  Ameri- 
can College  of  Chest  Physicians  during  1982.  The  American  College  of  Chest 
Physicians  is  an  11,000  member  international,  multi-disciplinary,  medical  organi- 
zation. 

Bruce  W.  Karrh,  M.D.,  of  Wilmington,  has  been  promoted  to  General  Director  of 
Medical,  Safety,  and  Fire  Protection  at  E.  I.  du  Pont  de  Nemours  and  Company. 
Succeeding  him  as  Medical  Director  is  Burford  W.  Culpepper,  M.D.,  former 
Assistant  Medical  Director. 

Joseph  A.  Kuhn,  M.D.,  has  been  elected  to  Fellowship  in  the  American  College 
of  Physicians  (ACP).  Dr.  Kuhn,  a specialist  in  nephrology,  was  honored  dur- 
ing the  Convocation  ceremony  at  the  College’s  1983  Annual  Session  in  San  Fran- 
cisco, California. 

Pierre  L.  LeRoy,  M.D.,  is  the  author  of  an  article  entitled  “Effects  of  Electrical 
Stimulation  on  the  Thermographic  Pattern  in  the  Human  Patient  with  Chronic 
Pain  Syndrome.”  The  article  appeared  in  a recently  published  text,,  Biomedical 
Thermology,  which  is  a compilation  of  presentations  given  at  a 1981  International 
Symposium  held  in  Strasbourg,  France. 

Thomas  Vates,  M.D.,  chairman  of  the  Delaware  Multiple  Sclerosis  Society’s  Medi- 
cal Advisory  Committee,  was  awarded  the  Bronze  Hope  Chest  at  the  Chapter’s 
1983  Annual  Meeting.  Dr.  Vates  received  the  award  for  his  outstanding  volun- 
teer services  and  leadership  to  the  Society. 


VNA  Expands  The  VISITING  NURSE  ASSOCIATION  OF  DELAWARE  ( formerly  the  Visiting 
Nurse  Association  of  Wilmington,  Inc.)  is  now  available  to  provide  home  health 
care  for  your  patients  throughout  the  State  of  Delaware.  VNA  will  continue  to 
offer  the  same  range  of  services,  such  as  skilled  nursing,  rehabilitation  including 
physical  and  occupational  therapy  as  well  as  speech  pathology,  homemaker/ 
home  health  aide,  and  medical  social  work.  For  further  information  or  to  make 
a referral,  in  Wilmington,  please  call  658-5205,  in  Newark  366-8773,  and  in  Dover 
674-8975. 

CLINICAL  MEETINGS  AND  NOTICES 


AMA  Conference  A national  conference  on  the  PREVENTION  OF  DISABLING  INJURIES  will  be  held  May 
on  Traumatic  20-21,  1983,  at  the  Omni  International  Hotel,  Miami,  Florida.  The  program,  sponsored  by 
Injuries  the  American  Medical  Association,  will  focus  on  the  field  of  traumatic  injuries  and  their 
causes.  Contact:  Jane  Coughlin,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Tele- 
phone: (312)  751-5109. 
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In  Brief 


A.  I.  duPont 
Institute  Spring 
Seminar 


Eastern  Shore 
Medical 
Symposium 


Western 
Hemisphere 
Nutrition 
Congress  VII 


Pathology  and 
Pathologists 
Through  the  Ages 


The  Alfred  I.  duPont  Institute’s  ANNUAL  SPRING  SEMINAR  will  be  held  May  21,  1983, 
at  the  Institute.  This  year’s  speakers  will  be  David  S.  Hungerford,  M.D.,  who  will  speak 
on  “Early  Diagnosis  and  Treatment  of  Avascular  Necrosis  of  the  Femoral  Head”  and  “The 
Role  of  Biological  Fixation  in  Total  Joint  Replacement,”  and  Vincent  J.  Turco,  M.D.,  who 
will  address  the  topics  of  “Pathomechanics  of  the  Clubfoot”  and  “One-Stage  Release  of  the 
Clubfoot:  Pitfalls  of  Treatment.”  Additional  subjects  will  be  discussed  by  the  Institute’s 
residents  and  fellows.  The  program  will  conclude  with  an  x-ray  review  panel,  during  which 
guests  are  invited  to  bring  x-rays  of  unusual  or  difficult  cases  to  be  reviewed  by  the  panel 
of  guest  speakers  and  Institute  physicians.  Contact:  G.  Dean  MacEwen,  M.D.,  Alfred  I. 
duPont  Institute,  P.O.  Box  269,  Wilmington,  Delaware  19899.  Telephone:  (302)  651-4000. 

Jefferson  Medical  College,  the  University  of  Delaware,  and  the  Medical  Society  of  Delaware 
are  sponsoring  the  EASTERN  SHORE  MEDICAL  SYMPOSIUM  to  be  held  June  19-24, 
1983,  in  Rehoboth  Beach,  Delaware.  The  five-day  continuing  medical  education  symposium 
is  designed  to  provide  a forum  for  physicians  and  faculty  to  interact  and  participate  in  dis- 
cussions of  patient  care.  Topics  to  be  covered  are  problems  commonly  encountered  by  all 
physicians  in  diagnosis  and  therapy  of  patients  with  special  emphasis  on  diseases  of  the  cen- 
tral nervous  system  and  the  kidney.  In  addition,  the  symposium  will  review  and  update 
topics  such  as  hypertension,  endocrine  emergencies,  and  the  use  and  misuse  of  newer  thera- 
peutic agents.  Participants  will  qualify  for  30  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association.  Registration  fee  for  the  program 
is  $395.  Contact:  Sylvia  Brocka,  University  of  Delaware,  Division  of  Continuing  Education, 
2800  Pennsylvania  Avenue,  Wilmington,  Delaware  19806.  Telephone:  (302)  738-8151. 

The  theme  of  the  Western  Hemisphere  Nutrition  Congress  VII  is  MALNUTRITION:  DE- 
TERMINANTS AND  CONSEQUENCES.  The  program  will  be  held  August  7-11,  1983, 
in  Miami  Beach,  Florida.  The  symposium  is  designed  to  provide  a multidisciplinary  forum 
for  professionals  who  are  working  toward  the  solutions  of  diverse  problems  related  to  nutrition 
and  the  food  supply.  Participants  in  the  program  will  qualify  for  20  credit  hours  in  Category  I 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  Contact:  Western 
Hemisphere  Nutrition  Congress  VII,  Carillon  Beach  Hotel,  6801  Collins  Avenue,  Miami  Beach, 
Florida  33141. 

The  First  Annual  Scientific  Lecture  Meeting  of  the  Pathology  Foundation  of  Delaware  will  be 
held  May  11,  1983,  at  4:30  p.m.  at  the  University  & Whist  Club  in  Wilmington.  The  speaker 
will  be  Steven  Hajdu,  M.D.,  Attending  Pathologist  at  Memorial  Sloan-Kettering  Cancer  Center 
and  Associate  Professor  of  Pathology  at  Cornell  University  Medical  College.  Dr.  Hajdu  will 
speak  on  PATHOLOGY  AND  PATHOLOGISTS  THBOUGH  THE  AGES.  Contact:  Ali  Z. 
Hameli,  M.D.,  200  S.  Adams  Street,  Wilmington,  Delaware  19801.  Telephone:  (302)  571- 
3420. 
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President's  Page 


SOCIETY  REPRESENTATION  A MUST 


In  this  issue  of  the  Journal  (“The  Emperor’s 
New  Clothes,”  page  345),  Dr.  Dennis  S.  O’Leary, 
President  of  the  Medical  Society  of  the  District 
of  Columbia,  presents  his  viewpoint  regarding 
involvement  by  organized  medicine  in  the  new 
Peer  Review  Organization  (PRO)  program. 

The  American  Medical  Association  has  urged 
state  societies  to  organize  their  own  Peer  Review 
Organizations  and  to  make  application  to  the 
Federal  Government  for  approval,  and  several 
are  doing  just  that. 

While  the  Medical  Society  of  Delaware  may 
not  be  involved  in  the  formation  of  a Peer  Re- 
view Organization  in  Delaware,  we  are  deeply 
concerned  about  the  quality  of  medical  care  in 
Delaware.  And  for  this  reason,  I do  not  feel 
that  we  should — by  default — allow  peer  review 
by  an  organization  that  may  not  care  about  “the 
fine  microcosm  of  a doctor  and  his  patient.” 

In  Delaware,  we  have  a new  private  PRO, 
Health  Services  Foundation,  Inc.,  that  most  likely 
will  be  certified  by  the  Federal  Government. 
Although  most  practicing  physicians  in  Delaware 
are  members,  relatively  few  have  been  intimately 
involved  in  its  day-to-day  operation.  The  Medi- 
cal Society  of  Delaware,  which  on  its  own  initia- 


tive and  with  its  own  funds  founded  DELRO 
(Delaware’s  PSRO),  has  been  completely  ig- 
nored and  has  not  been  invited  to  officially  par- 
ticipate in  the  new  PRO.  Interestingly  enough, 
five  of  the  16  board  members  of  the  new  PRO 
are  nonphysicians;  they  include  three  represen- 
tatives from  industry  and  three  from  health  insti- 
tutions. The  ten  physician-board  members  are 
not  accountable  to  any  organization  unlike  the 
nonphysician  members  who  are  accountable  to 
their  respective  organizations.  Since  a good 
deal  of  the  early  financing  for  the  new  PRO  will 
be  coming  from  industry  contributions  and  con- 
tracts, one  can  see  that  physicians  could  become 
“voluntary  accomplices”  to  the  process  that  Dr. 
O’Leary  sees  as  very  distasteful. 

The  Medical  Society  of  Delaware  must  take  an 
active  role  in  the  endeavors  of  the  Health  Ser- 
vices Foundation,  Inc. 
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You've  demonstrated  concern  for 
health  care  cost  (and  the  health 
care  consumer),  by  taking  the 
initiative  to  communicate  with  your 
membership  to  contain  physician 
fees,  therefore,  you  deserve  a lot 
of  credit 


Medical  Society  of  Delaware  and 
members  who  voluntarily  agreed, 

we  congratulate  you! 


Blue  Cross 
Blue  Shield 

of  Delaware 


This  message  of  appreciation  is  from 
Blue  Cross  Blue  Shield  of  Delaware. 
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ANXIETY,  PANIC  AND  AGORAPHOBIA 


Rudolf  Hoehn-Saric,  M.D. 


Normal  anxiety  is  a biological  alarm  system 
necessary  for  survival.1  Frequently,  however, 
anxiety  exceeds  optimal  levels.  In  a British  sur- 
vey, 44%  of  adults  reported  some  anxiety  symp- 
toms and  31%  were  classified  as  having  a “sub- 
clinical  neurosis,”2  while  2%  to  5%  of  the  adult 
population  was  estimated  to  suffer  from  a clinical 
anxiety  disorder.2'4  The  lack  of  sharp  distinction 
between  normal  and  abnormal  anxiety  raises  the 
question  of  whether  pathologic  anxiety  condi- 
tions should  be  regarded  as  extremes  of  “normal” 
anxiety  or  as  distinct  disease  entities.5  Likewise,  it 
is  questionable  whether  differences  observed  in 
abnormal  anxiety  are  variations  of  one  disorder  or 
discrete  clinical  entities.6  7 These  questions  have 
not  been  entirely  resolved,  but  recent  evidence 
supports  the  notion  of  several  distinct  syndromes 
which  include  panic  disorders,  generalized  anx- 
iety disorders,  and  the  hyperventilation  syn- 
drome. 

Dr.  Hoehn-Saric  is  Associate  Professor  of  Psychiatry  at  the 
Johns  Hopkins  University  School  of  Medicine,  Baltimore. 

This  paper  was  presented  at  the  1982  Fall  Course  of  the  Dela- 
ware Academy  of  Family  Physicians. 


Panic  Disorder 

Panic  disorders  are  characterized  by  sudden 
and  unpredictable  occurrences  of  severe  anxiety 
consisting  of  intense  apprehension  or  terror,  des- 
pair, palpitations,  chest  pain,  dizziness,  pares- 
thesia, perspiration,  shakiness  and  depersonaliza- 
tion. (Table  1)  The  attacks  usually  last  a few 
minutes,  but  may  extend  for  hours.  The  illness 
might  begin  as  early  as  late  adolescence  or  as 
late  as  middle  age.  Some  patients  recover  after 
a few  panic  attacks,  but  the  condition  generally 
tends  to  become  chronic  or  to  recur  at  a later 
time,  usually  when  the  person  is  under  unusual 
stress.  As  the  number  and  intensity  of  attacks 
increases,  patients  begin  to  link  situations  in 
which  they  have  previously  experienced  panic 
attacks  to  their  fears.  They  develop  anticipatory 
anxieties  and  become  increasingly  more  phobic, 
avoiding  circumstances  which  they  think  might 
provoke  panic  attacks,  such  as  driving  a car, 
going  across  a bridge,  leaving  town,  going  to 
a meeting  or  crowded  place,  etc.  On  the  aver- 
age, such  avoidance  occurs  three  months  after 
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TABLE  1 

COMPARISON  OF  GENERALIZED  ANXIETY  DISORDERS 

AND  PANIC  DISORDERS 

GENERALIZED  ANXIETY  DISORDERS 

PANIC  DISORDERS 

Definition 

Generalized  persistent  anxiety  of  at  least  one  month 
duration,  without  the  specific  symptoms  that  occur 
in  phobic,  obsessive-compulsive,  and  panic  disorders. 

Recurrent  anxiety  attacks  occurring  at  unpre- 
dictable times,  that  may  become  associated 
with  certain  situations. 

Symptoms 

Motor  tension  (shakiness,  muscle  aches,  tension  head- 
aches) autonomic  hyperactivity  (perspiration,  pal- 
pitations, cold  hands,  dry  mouth,  dizziness,  upset 
stomach,  frequent  urination),  apprehensive  expecta- 
tions (continuous  worrying,  anticipation  of  disaster), 
vigilance  and  scanning  (hyperalertness,  hyperatten- 
tiveness, difficulty  concentrating,  insomnia). 

Sudden  onset  of  intense  apprehension  or  terror. 
Dyspnea,  palpitations,  chest  pain,  dizziness, 
paresthesias,  sweating,  shaking,  depersonaliza- 
tion. 

Duration 

Chronic,  with  variation  in  intensity 

Minutes  to  hours 

Onset 

No  information 

Late  adolescence  to  middle  age. 

Course 

Subacute  to  chronic 

Acute  to  chronic 

Predisposing 

Factors 

Unknown,  possibly  genetic  factors  linked  to  person- 
ality type  and  stress  in  childhood,  "entrance  stress" 

Possibly  genetic,  autonomic  lability,  separation 
in  childhood,  mitral  valve  prolapse  "entrance 
stress",  women  more  frequently  affected. 

Complications 

Phobias,  abuse  of  alcohol  and  anxiolytics,  irritability, 
depression 

Anticipatory  anxiety,  generalized  anxiety,  pho- 
bias (including  agoraphobia  abuse  of  alcohol 
and  anxiolytic  medication),  depression. 

Response  to 
Medication 

Benzodiazepines  decrease  anxiety  temporarily,  tri- 
cyclic antidepressants  and  MAOI  only  helpful  in  a 
subgroup  of  patients 

Tricyclic  antidepressants  and  MAOI  prevent 
panic  attacks  but  do  not  affect  anticipatory 
anxiety.  Benzodiazepines  ameliorate  anticipa- 

tory  anxiety  and  panic  attacks  but  do  not  pre- 
vent their  recurrence. 


the  first  attack8  and  may  eventually  lead  to  fully 
developed  agoraphobia,  rendering  the  patient 
housebound.  To  reduce  their  anxiety,  patients 
frequently  abuse  anxiolytic  medications  and  al- 
cohol. Inability  to  control  the  panic  attacks 
leads,  in  almost  half  of  the  patients,  to  transitory 
but  often  severe  depression.9 

The  development  of  panic  disorders  probably 
results  from  a constitutional  predisposition  to- 
ward them.  Family  studies  suggest  that  panic 
disorders  are  genetically  transmitted,10’11  and 
women  are  affected  more  frequently  than  men.10 
In  contrast  to  normals,  patients  with  severe  anx- 
iety exhibit  greater  autonomic  lability.12  In  sus- 
ceptible individuals  panic  attacks  may  be  in- 
duced by  sodium  lactate  infusion.13  Most  patients 
with  panic  disorders  respond  to  tricyclic  antide- 
pressants and  monoamine  oxidase  inhibitors,7’8 
while  those  with  simple  phobias  and  anticipatory 
anxieties  are  not  affected  by  such  medications.7 


While  the  onset  of  panic  attacks  is  sudden 
and  often  unpredictable,  most  patients  have  been 
chronically  anxious  prior  to  their  first  attack.  Pa- 
tients who  develop  agoraphobia,  a condition  usu- 
ally associated  with  panic  disorders,  report  a 
higher  incidence  of  childhood  fears,  including 
school  phobias14  and  separation  anxiety.15  Clon- 
inger  and  co-workers10  described  a group  of  pa- 
tients who  eventually  developed  panic  attacks. 
In  all  of  them,  nervousness,  first  experienced  in 
their  early  teens,  was  followed  by  attacks  of  pal- 
pitations and  dizziness.  In  the  majority  of  pa- 
tients various  phobias  emerged  during  the  late 
teens.  In  this  group,  full-blown  panic  attacks 
developed  predominantly  during  the  early  twen- 
ties. 

Panic  attacks  are  often  preceded  by  a period 
of  increased  tension  (eg,  separation  from  home, 
difficulties  at  work).  Under  such  circumstances, 
minor  incidents  may  trigger  the  first  panic  at- 
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tack.  For  instance,  during  World  War  II,  pilots 
experienced  sudden  panic  attacks  during  flights 
predominantly  at  times  of  heightened  casualties. 
Such  pilots  had  already  become  irritable  and 
complained  of  somatic  symptoms  but  continued 
to  function  adequately.  Then  during  a flight  a 
minor  incident,  such  as  the  malfunctioning  of  an 
instrument,  triggered  the  first  panic  attack,  the 
recurrence  of  which  led  to  inability  to  fly.17 

Recently,  mitral  valve  prolapse  syndrome  has 
been  linked  to  panic  disorders.10’18  The  fact  that 
not  all  patients  with  mitral  valve  prolapse  de- 
velop panic  disorders  and  that  panic  attacks  in 
such  patients  also  respond  favorably  to  imipra- 
mine  suggests  a coincidental  relationship  be- 
tween the  disorders.  Nonetheless,  symptoms  of 
mitral  valve  prolapse  probably  influence  signifi- 
cantly the  clinical  manifestations  and  course  of 
the  panic  disorder. 

Generalized  Anxiety  Disorder 

The  symptoms  of  patients  suffering  from  a gen- 
eralized anxiety  disorder  are  similar  to  those  seen 
in  panic  disorders  but  are  less  severe  and  almost 
continuously  present.  (Table  1)  Under  tension 
they  may  increase,  but  they  do  not  have  the 
instantaneous  character  of  panic  attacks.  Under 
low  pressure,  the  symptoms  decrease  gradually 
and  may  disappear  entirely  for  short  periods.19 

Generalized  anxiety  disorders  occur  frequently, 
but  little  is  known  about  the  incidence,  family 
distribution,  duration,  or  origin  because  the  ma- 
jority of  cases  are  mild  and  come  to  the  attention 
of  family  physicians  and  internists  rather  than 
psychiatrists.  Mild  phobic  and  obsessive  symp- 
toms occur  frequently  in  highly  anxious  persons 
because  of  a greater  susceptibility  to  phobic  con- 
ditioning.20 Such  symptoms,  however,  are  usu- 
ally transitory.  For  instance,  an  anxious  patient 
who  has  had  an  unpleasant  experience  on  a bus 
may  hesitate  to  use  public  transportation  but  can 
overcome  this  fear  with  appropriate  reassurance. 
Occasionally  patients  develop  agoraphobia,  but 
the  condition  is  usually  less  severe  than  in  panic 
disorders.  Long-standing  anxiety  disorders  may 
lead  to  irritability,  transitory  depressions,  and 
abuse  of  alcohol  and  anxiolytic  medications.  The 
etiology  of  generalized  anxiety  disorders  is  un- 


known, but  family  and  twin  studies  suggest  the 
existence  of  a genetic  predisposition.11 

Generalized  anxiety  disorders  may  not  consti- 
tute an  homogeneous  group.  Some  patients  with 
generalized  anxiety  respond  to  tricyclic  antide- 
pressants21 while  others  fail  to  respond  or  become 
worse.7  At  present,  however,  we  are  unable  to 
predict  the  response  to  antidepressants  in  the 
individual  patient.  Some  patients  with  general- 
ized anxiety  disorder  later  develop  panic  attacks 
and  may  belong  etiologically  to  a subgroup  of 
panic  disorder,  while  other  patients  with  gen- 
eralized anxiety  disorder  never  develop  panic 
attacks  and  may  truly  represent  a different  type 
of  anxiety  disorder. 

Hyperventilation  Syndrome 

Panic  disorders  and  generalized  anxiety  dis- 
orders are  often  associated  with  hyperventilation. 
Hyperventilation  may  be  experienced  as  air  hun- 
ger but  often  may  not  be  noticed  by  the  patient. 
Patients  experience  faintness,  dizziness,  tinnitus, 
blurred  vision,  difficulties  concentrating,  and  in 
severe  cases  loss  of  consciousness.  They  feel 
nervous,  perspire,  and  develop  chest  pain,  palpita- 
tions, shortness  of  breath,  headaches,  abdominal 
pains  and  paresthesia.22’23  Hyperventilation  low- 
ers pC02,  leading  to  reduction  of  cerebral  blood 
flow  and  respiratory  alkalosis.  An  electrocardio- 
gram may  show  nonspecific  ST  and  T-wave 
changes.  Hyperventilation  is  often  associated 
with  air  swallowing,  which  can  lead  to  epigas- 
tric distress. 

Women  are  affected  by  the  hyperventilation 
syndrome  more  frequently  than  are  men.  The 
majority  of  patients  show  obsessional  and  per- 
fectionistic  characteristics.23  Many  patients  with 
hyperventilation  syndrome  are  misdiagnosed  and 
end  up  in  the  office  of  a neurologist  or  cardi- 
ologist. In  simple  cases,  the  condition  improves 
with  explanations  and  breathing  instructions,23 
but  psychiatric  treatment  is  indicated  when  hy- 
perventilation presents  only  one  of  the  patient’s 
problems. 

Differential  Diagnosis  of  Anxiety  Disorders 

Numerous  physiologic  and  psychological 
changes  may  provoke  anxiety,  while  anxiety,  par- 
ticularly when  associated  with  hyperventilation, 
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may  mimic  cardiovascular  and  neurological  dis- 
eases.24 Therefore,  the  differential  diagnosis  of 
anxiety  disorders  requires  careful  physical  and 
mental  status  examination.  (Table  2)  On  super- 
ficial examination,  mild  cases  of  schizophrenia 
may  exhibit  predominantly  symptoms  of  anxiety. 
Patients  in  whom  anxiety  symptoms  emerge  for 
the  first  time  in  their  forties  or  later  should  be 
carefully  examined  for  underlying  depression, 
since  anxiety  disorders  usually  begin  at  an  earlier 
age.3  In  older  patients,  one  has  to  exclude  anx- 
iety as  a symptom  of  an  early  dementing  pro- 
cess.25 Elderly  patients  may  also  develop  anxiety 
symptoms  with  infectious  and  other  systemic 
diseases.  Cardiovascular,  respiratory,  and  endo- 
crine or  metabolic  diseases  can  manifest  them- 
selves as  chronic  anxiety  or  produce  anxiety  at- 
tacks. Mitral  valve  prolapse  syndrome,  for  in- 
stance, frequently  is  associated  with  panic  at- 
tacks. Intermittent  cardiac  arrhythmias  may  be 
overlooked,  even  on  repeated  examinations,  and 
misdiagnosed  as  anxiety  attacks. 1S  The  use  of  a 
Holter  monitor  EKG  and  echocardiogram  helps 


TABLE  2 

DIFFERENTIAL  DIAGNOSIS  OF  ANXIETY  DISORDERS 


Psychotic 

Disorders 

Affective  disorders  (agitated  depression) 
Schizophrenia 

Central  Nervous 
System 

Aura  of  migraine 

Cerebral  neoplasms 

Delirium 

Early  dementia 

Partial  complex  seizures 

Cardiovascular 

System 

Angina  pectoris 
Cardiac  arrythmias 
Mitral  valve  prolapse 

Respiratory 

System 

All  types  of  acute  or  chronic  hypoxia 

Endocrine 

System 

Acute  intermittent  porphyria 
Carcinoid  syndrome 
Cushing  syndrome 
Hyperthyroidism 
Hypoglycemia 
Hypoparathyroidism 
Insulinomia 
Pheochromocytoma 

Drug  Related 
Conditions 

Caffeinism 
Stimulant  abuse 
Hallucinogenic  drug  abuse 
Substance  withdrawal 

to  avoid  such  errors.  Electroencephalographic 
examinations  are  often  necessary  to  differentiate 
between  dizzy  spells  and  fainting  caused  by 
hyperventilation  and  seizure  disorder. 

Abuse  of  caffeine20  and  stimulants,  as  well  as 
withdrawal  symptoms  in  persons  abusing  alcohol 
and  sedatives,27  must  be  considered.  The  im- 
portance of  thorough  physical  examination  and 
laboratory  tests  is  illustrated  in  the  case  of  a man 
who  suffered  from  mild  chronic  hypoparathyroid- 
ism but  unknowingly  compensated  for  the  deficit 
by  drinking  large  quantities  of  milk.  When  he 
was  told  by  an  acquaintance  that  excessive  drink- 
ing of  milk  might  be  harmful,  he  cut  down  his 
consumption.  Soon  afterwards  he  developed  anx- 
iety attacks.  During  a routine  laboratory  exami- 
nation, low  blood  calcium  values  were  found. 
Appropriate  treatment  of  hypoparathyroidism 
abolished  the  anxiety  symptoms. 

Treatment  of  Anxiety  Disorders 

In  planning  treatment,  it  is  helpful  to  think 
of  anxiety  as  comprising  several  components:  the 
subjective  experience  of  apprehension,  including 
its  affective  and  cognitive  components,  the  asso- 
ciated psychophysiological  changes,  and  the  at- 
tempts to  avoid  or  escape  from  certain  situa- 
tions.28 These  components  may  not  change  uni- 
formly in  therapy.  Courageous  persons  may  soon 
be  willing  to  face  fear-inducing  situations  in 
spite  of  continuing  somatic  symptoms,  while 
others  need  prodding  even  in  the  absence  of 
objective  evidence  of  anxiety. 

Pharmacotherapy  affects  primarily  the  physio- 
logical symptoms  and  mental  fears;  it  does  not 
alter  a patient’s  thinking  and  behavior.  Pharma- 
cotherapy alone  is  indicated  in  basically  well- 
adjusted  persons  in  whom  anxiety  attacks  inter- 
fere only  with  circumscribed  functions.  The 
majority  of  patients  need  psychological  thera- 
pies alone  or  in  combination  with  medications 
to  learn  how  to  cope  with  all  components  of 
anxiety. 

Pharmacotherapy:  Proper  administration  of 
medications  is  essential  in  the  treatment  of  anx- 
iety disorders.  (Table  3) 

Benzodiazepines  are  the  most  effective  drugs 
for  amelioration  of  acute  anxiety  and  affect  both 
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TABLE  3 

PHARMACOLOGICAL  THERAPIES 


DRUGS 

EFFECTS 

INDICATIONS 

DISADVANTAGES 

Benzodiazepines  (29) 

Sedative,  anxiolytic, 
muscle  relaxing,  anti- 
convulsive 

Short-term  treatment  of  all  types 
of  generalized  anxiety  disorders; 
treatment  of  acute  panic  attacks; 
sedation.  Preferable  for  short-term 
and/or  intermittent  treatment 

Habit  forming;  except  alprazolam, 
do  not  prevent  recurrence  of  panic 
attacks 

Tricyclic  antidepressants  , 
Monamine  oxidase  inhibi- 
tors (MAOI)  (7,8) 

Chronic  treatment  pre- 
vents recurrence  of 
panic  attacks;  anxiolytic 
in  some  but  worsens 
other  generalized  anxi- 
ety disorder  patients 

Preventive  treatment  of  panic  dis- 
orders, including  agoraphobia; 
some  generalized  anxiety  disor- 
der patients  respond  favorably 

Usually  do  not  ameliorate  general- 
ized anxiety;  anticholinergic  side- 
efFects  (tricyclic  antidepressants); 
dietary  restrictions  (MAOI) 

Beta-adrenergic 
blockers  (30) 

Lowering  of  sympathetic 
cardiovascular  hyperac- 
tivity, decrease  of  trem- 
ors; predominantly 
peripheral  action 

Acute  and  chronic  anxiety  states 
with  sympathetic  hyperactivity; 
do  not  prevent  recurrence  of  panic 
attacks 

Do  not  affect  "psychic  anxiety"; 
may  increase  gastrointestinal  symp- 
toms; contraindicated  in  patients 
with  a history  of  bronchial  asthma 

Antihistaminics  (31) 

Sedative,  anxiolytic 

Generalized  anxiety  disorders; 

since  not  habit  forming,  useful  in 
persons  with  high  addiction  po- 
tential (history  of  substance 

abuse) 

Less  anxiolytic  than  benzodiaze- 
pines; do  not  prevent  panic  attacks; 
anticholinergic  side-effects 

Neuroleptics  (32) 

Sedative,  anxiolytic 

As  above 

Some  as  antihistaminics,  in  addition, 
extra-pyramidal  side-effects,  at  times 
worsen  panic  attacks 

psychic  and  physical  symptoms.29  They  sedate, 
decrease  hyperalertness,  lower  muscular  ten- 
sions, and  render  a person  indifferent  to  anxiety- 
provoking  situations.  Therefore,  benzodiazepines 
are  useful  in  the  treatment  of  all  types  of  gener- 
alized anxiety  and  ameliorate  individual  panic 
attacks.  However,  benzodiazepines,  with  the 
exception  of  alprazolam,  do  not  prevent  the  re- 
currence of  panic  attacks  and  are,  therefore,  only 
of  symptomatic  value  in  panic  disorders.  Un- 
fortunately, benzodiazepines  are  habit-forming 
and  symptoms  of  withdrawal  can  occur  after  four 
months  of  therapeutic  dosages.  When  benzo- 
diazepines are  given  regularly,  reduction  of  gen- 
eralized anxiety  occurs  within  the  first  few  weeks 
but  no  further  improvement  is  expected  after  six 
weeks  of  treatment.  Approximately  25%  to  30% 
of  chronically  anxious  patients  do  not  respond  to 
benzodiazepines.29  Whenever  possible,  benzo- 
diazepines should  be  administered  intermittently 
to  avoid  dependence. 

Tricyclic  antidepressants  and  monoamine  oxi- 
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dase  inhibitors  are  the  most  appropriate  medica- 
tions in  panic  disorders.7,8  When  administered 
regularly  they  become  effective  within  1 to  6 
weeks  of  treatment.7  Dosages  vary  greatly  and 
patients  who  respond  well  to  small  amounts  of 
antidepressants  may  become  more  tense  and  agi- 
tated on  higher  dosages.  Generalized  anxiety 
and  anticipatory  anxiety  usually  are  not  relieved 
by  these  medications  and  may  actually  be  exacer- 
bated by  them.7  Anticholinergic  side-effects 
of  tricyclic  antidepressants  and  the  necessary 
dietary  restrictions  imposed  by  monoamine  oxi- 
dase inhibitors  have  to  be  considered  in  the  plan- 
ning of  treatment.  A minority  of  panic  disorders 
respond  only  to  monoamine  oxidase  inhibitors 
and  some  fail  to  respond  to  either  type  of  medi- 
cation. 

Beta-adrenergic  blockers  are  useful  in  the 
treatment  of  anxiety  disorders  with  sympathetic 
hyperexcitability.30  The  action  of  these  drugs 
is  mainly  peripheral;  that  is,  they  modify  the 
physical  symptoms  but  not  the  mental  aspects  of 
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anxiety.  For  instance,  a patient,  who  experienced 
panic  attacks  when  she  had  to  stop  at  a traffic 
light,  noticed  that  after  being  placed  on  propra- 
nolol she  continued  to  experience  terror  without 
the  concomitant  palpitations.  Beta-blockers  are 
ineffective  for  symptoms  resulting  from  height- 
ened muscle  tension  and  for  gastrointestinal 
symptoms,  and  they  are  contraindicated  in  pa- 
tients with  a history  of  bronchial  asthma.  Beta- 
blockers  are  particularly  useful  in  patients  with 
strong  autonomonic  symptoms  who  have  taken 
large  amounts  of  benzodiazepines.  The  com- 
bination of  the  two  drugs  permits  a lowering 
of  benzodiazepines  to  minimal  levels.  Such  com- 
binations are  useful  in  patients  with  generalized 
anxiety  disorders  with  strong  autonomic  symp- 
toms and  patients  with  panic  disorders  who  fail 
to  respond  to  antidepressants. 

Antihistaminics  have  fewer  anxiolytic  proper- 
ties than  benzodiazepines  and  probably  do  not 
prevent  panic  attacks.  They  also  produce  anti- 
cholinergic side-effects.31  Since  they  are  not 
habit-forming,  antihistaminics  are  indicated  in 
the  treatment  of  generalized  anxiety  disorders 
in  patients  who  have  a history  of  alcoholism  or 
drug  abuse. 


Neuroleptic  medications  are  generally  less  ef- 
fective in  nonpsychotic  anxiety  disorders  than  in 
anxiety  of  a psychotic  nature.  In  addition,  neuro- 
leptics may  cause  severe  and  permanent  extra- 
pyramidal  side-effects  and  should  therefore  be 
avoided  in  nonpsychotic  anxiety  disorders.32 

Psychological  Therapies:  Most  patients  suffer- 
ing from  chronic  anxiety  need  psychological 
therapies  to  overcome  their  fears  and  learn  to 
improve  their  coping  abilities.  Table  4 outlines 
a number  of  approaches  that  are  useful  in  such 
conditions.  The  majority  of  patients  need  at 
least  supportive  psychotherapy  which  consists 
of  explanations,  encouragement,  and  the  develop- 
ment of  strategies  to  deal  with  anxiety-provoking 
situations.33’34 

The  choice  of  psychological  therapy  depends 
ionly  in  part  on  the  clinical  entities.35'37  It  is 
essential  to  consider  the  patient’s  personality  and 
life  problems.  The  most  important  strategy  of 
all  psychotherapies  is  to  combat  demoralization,38 
to  encourage  patients  to  engage  in  activities 
which  they  have  avoided,  and  to  help  them  to 
master  new  inter-  and  intrapersonal  skills.34  With 
improved  skills,  patients  find  that  anxiety-pro- 


TYPE  OF  THERAPY 

Supportive  Therapies 
(33,  34) 


Explorative  (dynamic) 
Therapies  (34) 


Behavior  Therapies  (35) 


Relaxation  Therapies, 
including  Biofeedback  (36) 

Breathing  Exercises  (23) 

Group  Therapies  (37) 


338 


TABLE  4 

PSYCHOLOGICAL  THERAPIES 

PATIENT  THERAPIST  INTERACTIONS 

Explanation,  encouragement,  helping  to 
plan  strategies  in  dealing  with  anxiety- 
provoking  situations 

Exploration  of  causes  of  anxiety,  relating 
of  past  experiences  to  present  behavioral 
and  cognitive-emotional  reactions 

Identification  of  stimulus  which  triggers 
anxiety,  systematic  training  to  alter  mala- 
daptive response  to  stimulus,  gradual  ex- 
posure to  stimulus  (desensitization),  or 
total  exposure  (flooding) 

Systematic  training  to  relax  physically  and 
mentally 

Retraining  of  faulty  breathing  patterns 

Mutual  encouragement,  explanation,  help; 
learning  through  observing  others;  training 
in  interactions 


INDICATIONS 
All  types  of  anxiety 

Generalized  anxiety  disorder;  personality  dis- 
order; less  useful  in  panic  and  phobic  disorders 

All  avoidance  conditions  (phobias);  retraining 
of  maladaptive  response  patterns;  less  useful 
in  panic  attacks  and  unstructured  (free-float- 
ing) anxiety 

Generalized  anxiety  disorders;  less  useful  in 
panic  disorders  and  phobias 

Hyperventilation  syndrome 

Behavioral  and  social  impairment  due  to 
maladaption  secondary  to  anxiety  or  elicited 
by  anxiety 
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yoking  situations  lose  their  fear-inducing  quali- 
ties. Such  situations  might  be  specific,  such  as 
a fear  of  crossing  a bridge,  or  general,  such  as 
an  uneasiness  in  social  situations.  In  panic  dis- 
orders, patients  need  to  be  assured  that  panic 
attacks  are  not  dangerous,  that  they  are  tem- 
porary, and  that  patients  should  not  fight  them 
but  “float  through.”  Most  importantly,  patients 
have  to  continue  with  their  activities  irrespective 
of  the  panic  attacks.39  The  success  of  psycho- 
therapy depends  to  a large  extent  on  the  patient  s 
attitude  and  personality  structure.  Irrespective 
of  clinical  symptomatology,  socially  restricted, 
pessimistic,  introverted  patients  who  fail  to  ac- 
cept responsibilities  for  themselves,  and  patients 
for  whom  anxiety  symptoms  serve  to  control 
their  environment,  respond  less  well  to  treatment 
than  socially  better  adjusted  persons  and  persons 
who  are  willing  to  participate  actively  in  treat- 
ment.34 
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SERVICES. 


MEDLAB  is  pleased  to  announce 
the  opening  of  a new  patient 
service  branch  located  in  Lindell 
Square,  Suite  16,  1601  Milltown 
Road,  Wilmington,  Delaware 
19808. 

The  full  range  of  six  Medlab 
services  are  offered  including 
microbiology/virology,  blood 
chemistry,  histology,  cytology, 
hematology  and  toxicology. 
Virtually  any  test  performed 
routinely  in  the  United  States  is 
available  through  Medlab. 


The  new  Lindell  Square  office 
joins  our  Van  Buren  Street 
location  as  a patient  collection 
facility.  Medlab's  four  other 
locations  are  complete  working 
laboratories.  Therefore,  if  you 
require  stat  testing,  time  will  be 
saved  by  sending  patients  who 
live  or  work  in  that  area  to  our 
Pike  Creek  or  Piewark  location. 
No  appointments  are  necessary 
for  routine  testing.  Your  patients 
will  be  treated  in  a courteous, 
friendly  manner  as  they  are  at  all 
Medlab  locations. 

LINDELL  SQUARE  HOURS: 

8:30  AM  - 5:00  PM 
Monday  through  Friday 
PHONE:  998-7340 
Ample  free  parking  is  available 


Pike  Creek  Center  994-5764 

Augustine  Cut-Off  655-4445 

1805  Foulk  Road  478-3228 

Kelway  Plaza,  Newark  731-0244 
1411  N.  Van  Buren 
Street  655-7480 

New  1601  Milltown  Road, 

Suite  16  998-7340 


NEUROMA  OF  THE  CLITORIS 


Elizabeth  M.  Craven,  M.D. 
Karen  Bresnahan,  B.A. 


Neurofibromatosis  is  a genetic  disorder  trans- 
mitted by  an  autosomal  dominant  mode  of  in- 
heritance, with  variable  penetrance.  This  dis- 
order involves  developmental  abnormalities  of 
organs  of  ectodermal  origin,  namely  the  skin, 
eyes,  and  nervous  system.  Criteria  for  diagnosis 
are:  more  than  five  cafe-au-lait  spots,  found 
asymmetrically  on  the  trunk  and  lower  extremi- 
ties, and  the  presence  of  subcutaneous  and  cu- 
taneous tumors  of  glial  and  schwann  cell  origin 
(neurofibromas).1-2  We  report  a 12-year-old 
black  girl  with  neurofibromatosis  who  presented 
with  a neuroma  of  the  clitoris. 

Case  Report 

A 12-year-old  black  female  complained  of  a 
“lump  in  the  privates.”  Although  present  for 
eight  years,  recent  increase  in  the  size  of  the 
lump  prompted  her  mother  to  seek  medical  ad- 
vice. There  were  no  other  complaints.  Review 
of  family  history  revealed  the  mother  had  neuro- 
fibromatosis. 

Physical  examination  showed  a well-developed, 

I)r.  Craven  is  Director  of  the  Pediatric  Outpatient  Department 
at  The  Wilmington  Medical  Center  and  Clinical  Associate  Pro- 
fessor of  Pediatrics  at  Jefferson  Medical  College,  Philadelphia. 

Ms.  Bresnahan  is  a first-year  medical  student  at  Rutgers  Medi- 
cal School,  Newark,  New  Jersey. 


well-nourished,  12-year-old  black  female  with 
a height  of  62  in,  weight  110  lb,  blood  pressure 
100/70,  heart  rate  80,  respiratory  rate  20,  and 
head  circumference  of  21  in.  She  had  dozens 
of  cafe-au-lait  spots  on  her  thighs,  trunk,  and  face. 
On  her  back,  there  were  three  small  elevated 
nodules  presumed  to  be  neurofibromas.  Examina- 
tion of  the  external  genitalia  revealed  a large 
clitoral  mass.  (Figure  1) 


FIGURE  1 
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Neuroma  of  the  Clitoris — Craven 


Laboratory  studies  previously  done  by  refer- 
ring physicians  included  CBC,  urinalysis,  buccal 
smear,  karyotype,  17-ketosteroids,  and  skull  x- 
rays.  All  of  these  studies  were  normal.  The 
clitoral  mass  was  surgically  removed;  the  micro- 
scopic examination  was  consistent  with  neuroma. 
(Figure  2) 

Discussion 

Enlargement  of  the  clitoris  presents  a challeng- 
ing differential  diagnosis.  In  the  newborn,  an 
enlarged  clitoris  would  suggest  chromosomal 
mosaics,  hermaphroditism,  pseudohermaphrodi- 
tism, and  the  adrenogenital  syndrome.  Hendren 
et  al  recommend  evaluating  the  newborn  with 
ambiguous  genitalia  by  a careful  history  and 
physical  examination,  buccal  smear,  karyotype, 
urogenital  contrast  studies,  biochemical  studies, 
laparoscopy,  laporatomy,  and  gonadal  biopsy  as 
indicated.3  These  suggestions  are  broadly  applic- 
able to  older  patients  as  well. 


FIGURE  2 


Our  patient  again  emphasizes  the  need  for  a 
careful  family  history  correlated  with  the  physi- 
cal examination.  With  a positive  family  history 
of  neurofibromatosis  and  with  positive  physical 
findings  in  the  patient,  the  clinical  diagnosis  was 
possible  even  before  the  histology  was  reported. 

In  a search  of  the  recent  literature,  only  five 
cases  of  neurofibromas  of  the  clitoris  have  been 
reported.4'8  Venter  et  al  have  reported  neuro- 
fibromas of  the  labia,9  Gold  has  reported  neuro- 
fibromas of  the  vagina  and  bladder,10  and  Kauf- 
man-Friedman  has  documented  an  hemangioma 
of  the  clitoris,  confused  with  the  adrenogenital 
syndrome.11  Local  inflammatory  reactions  such 
as  burns,  injections,  pinworm  infections,  and 
excessive  rubbing  could  also  be  considered  in 
the  etiology  of  an  enlarged  clitoris. 
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Anxious  patients 
mprove  in  just 
i few  days 


nd  what  is  more  reassuring 
> an  excessively  anxious 
atient  than  medication  that 
| romptly  starts  to  relieve  his 
iscomforting  symptoms? 
alium®  (diazepam/Roche) 
egins  working  within  30  to 
0 minutes.  Patients  continue 
a improve  in  just  a few  days, 
nd  relief  continues  through- 
>ut  the  course  of  treatment. 

There  are  other  impor- 
ant  benefits  with  Valium  as  well — along  with  its 
>road  clinical  range,  Valium  has  an  efficacy/safety 
>rofile  that  few,  if  any,  drugs  can  match.  This 
ecord  has  been  achieved  with  extensive  clinical 
experience,  undoubtedly  including  yours.  And, 
its  you  must  have  observed,  side  effects  more 
serious  than  drowsiness,  fatigue  or  ataxia  rarely 
tccur  Nevertheless,  as  with  any  CNS-acting 
Agent,  patients  should  be  cautioned  about  driv- 
ing, operating  hazardous  machinery  or  ingesting 
alcohol  or  other  CNS-depressant  drugs  while 
aking  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-nag,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2V2  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  5 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
is  typically  as  smooth  as  its  start  in  short-term 
therapy  However,  Valium  and  Valrelease  should 
be  discontinued  gradually  after  more  extended 
treatment.  As  you  diminish  dosage,  the  built-in 
tapering  action  of  Valium  and  Valrelease  will 
help  avoid  rapidly  recurring  anxiety  symptoms 
and  symptoms  of  withdrawal,  and  will  help  ease 
the  patient’s  transition  to  independent  coping 
when  therapeutic  goals  have  been  achieved. 


...that’s  one  of 
the  unique  benefits  of 

Yhlium 


<E 
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For  a summary  of  product  information,  please  turn  the  page  Z ROCHE 


Valium®  (diazepam/Roche)  (iv  Tablets 

Valrelease™  ( diazepam/Roche ) (jv  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche ) (jv 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders, 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures,  cardioversion 
Tire  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  leg.,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  IV  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e.,  dorsum 
of  hand  or  wrist:  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  I V,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observed.  In  children,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e. , phenothiazines,  narcotics,  barbitu 
rates,  MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation ( initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration  The  clinical  significance  of 
this  is  unclear. 

iniectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapy.  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderly/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hvperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  count 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEG 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  after 
diazepam  therapy  are  of  no  known  significance. 

injectable:  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropeni; 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspnea, 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect. 

oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche) tablets,  2 to  10  mg  bid  to  q.i.d.;  or  1 or  2 Valrelease  capsules  (15  t 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  (15  mg)  daily  as  needed.  Adjunctively  in  skeletal  muse 
spasm — tablets,  2 to  10  mg  t.i.d.  or  q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  once 
daily.  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b i d.  to  q.i.d  ; oi 
1 or  2 capsules  ( 15  to  30  mg)  once  daily 

Geriatric  or  debilitated  patients  Tablets — 2 to  2’/2  mg  1 or  2 times  daily  initially  i 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily 
dose. 

Children:  Tablets — 1 to  2’/2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  m 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  (n  ; 
for  use  in  children  under  6 months  j 

injectable:  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  IV 
depending  on  indication  and  severity  Larger  doses  may  be  required  in  some  ' i 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patient  : 
and  when  sedative  drugs  are  added.  (See  VCftmings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below,  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle 

IV  use.  inject  slowly,  take  at  least  one  minute  for  each  5 mg  (1  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  urist.  Use  extreme  care  to  avoid  f 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask  If  it  is  not  feasible 
to  administer  Valium  directly  IV,  it  may  be  injected  slowly  through  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion. 

Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I.V,  and 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M  or  I.V,  repeal 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I.V  initially 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  mg 
I.M.  or  I.V  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses),  in  children  administer  I V slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  I.V,  repeat  every  3 to  4 hours  if  necessary, 
in  children  5 years  or  older.  5 to  10  mg  repeated  every  3 to  4 hours  as  needed. 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I.V  route  preferred),  j 
5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals  i 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary  keeping  in  mind  possi-j 
bility  of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years),  0.2  to  0.5  mg  slowly  every  2 to  5 min  , up  to  5 mg  ( I.V  pre-  i 
ferred).  Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  I.V 
preferred);  repeat  in  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  IV  dosage  to  desired  sedative  response,  gene 
ally  10  mg  or  less  but  up  to  20  mg  ( if  narcotics  are  omitted)  immediately  prior; 
procedure;  if  I.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  prkj 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  IV  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatok j J 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  employ) 
general  supportive  measures,  I V fluids,  adequate  airway.  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  c 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes  ! ■ 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue)|  j 
bottles  of  100,  Prescription  Paks  of  30. 

injectable:  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  ( dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  ; 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


THE  EMPEROR'S  NEW  CLOTHES 


Dennis  S.  O’Leary,  M.D. 


By  the  time  the  new  math  arrived,  I was  be- 
yond its  reach.  In  truth,  I still  struggle  with 
the  old  math.  It  is  therefore  no  surprise  that 
when  new  equations  arise,  they  are  difficult 
for  me  to  decipher.  The  most  recent  challenge 
involves  the  PSRO  program.  Specifically,  if  one 
subtracts  “S”  from  PSRO,  the  answer  is  PRO  or 
ostensibly  a Peer  Review  Organization  without 
Standards.  Is  this  an  overly  simplistic  answer? 
Should  we  be  concerned?  Let’s  look  at  the  facts 
and  issues  which  underlie  the  equation. 

PRO  is  a shorthand  term  for  Utilization  and 
Quality  Control  Peer  Review  Organizations 
(UQCPROs)  which  are  intended  to  replace 
PSROs  under  the  provisions  of  the  “Duren- 
berger  Amendment”  to  the  Tax  Equity  and 
Fiscal  Responsibility  Act  of  1982  (TEFRA). 
Beyond  the  alphabet  soup,  the  new  law  contains 
changes  of  sufficient  magnitude  to  have  caused 
the  AMA  House  of  Delegates  to  adopt  a cau- 
tiously supportive  posture  for  this  new  program. 

On  the  surface  at  least,  the  major  difference 
between  the  PSRO  program  and  the  PRO  pro- 
gram is  a meaningful  shift  of  the  review  pro- 
cess to  the  private  sector.  Thus,  the  mechanics 
of  the  law  require  the  Federal  Government  to 
solicit  bids  from  potential  contractors  and  to 

Dr.  O’Leary  is  President  of  the  Medical  Society  of  the  District 
jf  Columbia. 

Reprinted  with  permission  from  the  newsletter  of  the  Medical 
Society  of  the  District  of  Columbia,  MSDC  News,  March  1983. 


negotiate  the  specific  peer  review  requirements  of 
the  contract  with  the  group  or  organization  se- 
lected. 

Further,  the  law  defines  a UQCPRO  (the  con- 
tractor) as  an  entity  which  “is  composed  of  a 
substantial  number  of  licensed  doctors  of  medi- 
cine and  osteopathy  engaged  in  the  practice  of 
medicine  or  surgery  in  the  area.”  Importantly, 
in  contrast  to  the  PSRO  program,  medical  so- 
cieties are  eligible  to  become  PROs. 

Given  these  provisions  and  the  further  stated 
intent  to  limit  the  number  of  PROs  to  approxi- 
mately one  per  state,  there  is  a compelling  temp- 
tation for  state  medical  societies,  such  as  our 
own,  to  move  towards  assumption  of  the  PRO 
role.  Our  long-standing  and  deep  commitment 
to  peer  review  might  even  mandate  that  we  take 
on  this  responsibility. 

There  are,  however,  other  critical  components 
in  the  equation.  The  new  PRO  law  cannot  be 
effected  until  implementing  federal  regulations 
are  issued.  While  the  intent  of  Senator  Duren- 
berger  was  clear  and  laudable,  it  is  the  Health 
Care  Financing  Administration  (HCFA)  which 
will  write  the  regulations.  The  HCFA  agenda 
is  simple  and  well-known — to  provide  fewer 
real  dollars  for  federal  health  program  providers 
(physicians  and  hospitals)  and  beneficiaries.  Vir- 
tually gone  is  the  veneer  of  promoting  quality 
health  care  which  was  the  HCFA  pretext  for 
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co-opting  physician  involvement  in  the  PSRO 
program. 

I do  not  know  what  the  regulations  will  say 
and  what  the  stipulated  PRO  contract  require- 
ments will  therefore  be,  but  I can  make  an  edu- 
cated guess.  In  my  view,  the  final  content  is 
likely  to  be  unpalatable  to  the  average  physician 
who  has  a moral  obligation  to  be  an  advocate 
for  his  patient’s  welfare.  Simply  stated,  the 
trimming  of  the  health  care  dollar  by  the  federal 
government,  through  law  and  regulation,  will 
necessarily  cut  far  deeper  than  whatever  waste 
and  duplication  currently  exist  in  the  health  care 
system.  I would  expect  the  PRO  program,  if 
eventually  funded,  to  become  one  of  the  vehicles 
towards  this  end. 

The  presumption  of  excessive  health  care  ex- 
penditures is  not  at  issue  in  this  context.  The 
problem  is  the  effecting  of  fiscal  health  policy  at 
the  federal  level.  Inevitably,  federal  priorities 
and  pronouncements  have  a meat  ax  impaot. 
Federal  policy  cannot  attune  itself  to  the  nuances 
existent  in  local  communities,  let  alone  the  fine 
microcosm  of  a doctor  and  his  patient.  Even  if 
well-intended,  the  federal  bureaucracy  does  not 
know  how  to  do  this  unpleasant  task  equitably 
and  effectively.  The  PRO  program  could  readily 
become  a means  through  which  we  in  organized 
medicine  become  voluntary  accomplices  to  this 
process.  We  must  therefore  ask  whether  it  is 
wise  for  us  to  associate  ourselves  with  a process 
which  we  cannot  support,  control  or  influence. 
I would  submit  that  there  are  other,  more  viable 
alternatives  for  our  involvement  in  developing 
solutions  to  the  health  care  expenditures  prob- 
lem. 

The  decision  to  forego  the  “opportunity”  to 
solicit  a PRO  contract  would  be  a heavy  one 
for  us.  Would  this  not  be  an  abrogation  of  our 
commitment  to  and  responsibility  for  peer  re- 
view? I don’t  think  so. 

During  my  term  as  a Board  member  of  the 
National  Capital  Medical  Foundation,  there  were 
frequent,  direct  comments  or  indirect  implica- 
tions, both  from  physician  and  consumer  mem- 
bers, that  the  PSRO  program  had  finally  (Thank 
Goodness! ) created  a true  peer  review  system. 
My  visceral  reactions  came  to  be  an  expected 
part  of  the  agenda. 


On  calmer  reflection,  I must  concede  that  my 
colleagues  may  have  had  a point.  The  PSRO 
program  did  create  ( and  the  PRO  program 
would  perpetuate ) a new  system  of  peer  review. 
But  this  is  not  peer  review  as  it  has  been  acted 
out  in  the  long  tradition  of  American  medicine. 
It  is  a system  preoccupied  with  patient  length- 
of-stay  in  the  hospital,  yet  incapable  of  a tangible 
impact  on  the  absolute  utilization  of  health  care 
resources.  It  is  a system  which  created  a cum- 
bersome and  expensive  medical  audit  program 
that  yielded  reams  of  paper  but  not  much  else. 
And  it  is  a system  in  which  nurses  and  then 
doctors  review  the  decisions  of  other  doctors  and 
then  make  certain  determinations  which  penalize 
hospitals  and  patients.  I am  not  persuaded  that 
this  is  a true  and  meaningful  peer  review  sys- 
tem. But  if  it  is,  please  count  me  out. 

Among  the  multiple  provisions  of  TEFRA  are 
several  which  have  great  potential  to  pit  phy- 
sicians against  hospitals  in  a bloody  confronta- 
tion. Specifically,  hospitals  will  shortly  be  reim- 
bursed on  a per  case  instead  of  a per  patient 
day  basis.  The  Federal  reimbursement  will  be 
limited  and  will  be  intended  to  cover  all  patient 
care  costs  associated  with  the  hospital  stay,  in- 
cluding all  ancillary  tests  and  services.  Hospital 
incentives  for  early  discharge  and  limited  use 
of  ancillaries  are  clear,  but  a positive  working 
relationship  with  individual  physicians  and  the 
Medical  Staff  will  become  essential  to  hospital 
survival. 

In  my  view,  there  will  be  a fine  line  between 
confrontation  and  collaboration  for  physicians 
and  hospitals.  The  PSRO  program,  reborn  as 
the  PRO  program,  can  only  be  another  divisive 
force  in  this  delicate  balance.  In  truth,  hospital 
survival  is  linked  to  the  survival  of  the  practice 
of  medicine  as  we  have  known  it.  Physicians 
and  hospitals  do  need  each  other.  And  survival 
will  depend  upon  the  ability  of  each  to  extend 
their  understanding  beyond  the  perimeters  of 
their  own  immediate  concerns.  The  most  diffi- 
cult process  of  behavioral  change  must  follow. 

In  my  opinion,  it  is  within  this  arena  that  we 
as  physicians — working  together  with  hospitals 
and  those  who  pay  the  bills — should  make  our 
investment.  It  is  here  that  we  can  have  the 
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greatest  impact  in  addressing  the  health  care 
cost  problem.  It  is  here  that  we  can  participate 
in  tailoring  solutions  which  will  assure  the  wisest 
and  most  equitable  distribution  of  health  care 
to  our  own  community  and  our  patients. 

If  we  as  society  opt  out  of  the  PRO  program, 
what  will  happen?  Some  have  already  con- 
cluded that  the  new  per  case  reimbursement 
method  obviates  the  need  for  a PRO  program. 
Apparently  OMR  agrees,  for  the  PRO  program 
has  been  allocated  no  funding  in  the  1983  fed- 
eral budget.  This  of  course  may  change.  If 
there  is  a PRO  program,  there  will  be  a con- 
tractor in  this  community.  That  contractor  may 
be  the  National  Capital  Medical  Foundation  or 
someone  else,  but  that  contractor  will  be  an 
agent  of  a dictated  process. 

I would  hope  that  we  will  direct  our  energies 
elsewhere.  This  is  our  community.  Let  us  de- 
vote our  efforts  towards  working  with  others 

I who  share  our  community  commitment  to  pre- 
serve the  best  possible  standards  of  health  care 
for  those  who  live  here. 


Clothes  for  Women  of  Discernment 
Deceptively  simple  . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 


COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 

9:00  to  4:30  Saturday  10:00  to  4:00 
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CHRISTIANA 

AUDIOLOGY 

ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 


100  Christiana  Medical  Center,  Newark,  Delaware  19702 
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The  Private  Banking  Division 
of  Delaware  Trust  Company 
Invites  You  to  Select 
Your  Line  of  Credit 

$50,000  to  $1,000,000 

The  Line  of  Credit 

A Personal  Line  of  Credit,  from  $50,000  to 
$1,000,000,  is  designed  specifically  to  ac- 
commodate the  financial  requirements  of 
qualified  customers.  Upon  approval  of 
your  Line,  you  may  initiate  advances  as  the 
needs  arise,  repay  and  borrow  again,  totally 
at  your  discretion. 

Why  the  Service? 

Timing  is  the  answer.  You  tell  us  how  much 
you  need,  when,  where,  and  in  what  cur- 
rency, and  we  will  have  it  for  you  that  day! 

The  Criteria 

Customarily,  The  Line  is  a secured  credit, 
appropriately  collateralized  with  market- 
able securities  or  other  resources.  Gener- 
ally, we  will  provide  financing  up  to  60% 
of  market  value  on  listed  securities  and 
a greater  percentage  on  certain  other  as- 
sets. Once  you  draw  upon  The  Line,  your 
minimum  monthly  payment  is  simply  the 
amount  of  interest  due  on  your  outstand- 
ing balance  at  that  time.  Our  highly  com- 
petitive pricing  is  related  to  the  prime  rate 
and  may  vary  in  accordance  with  the  type 
of  collateral  and  the  overall  relationship  of 
the  borrower. 


bank  where  people  make  the  difference' 

DEIAWARE 

TRUST 


COMPANY 


Member  FDIC 


R.S.V.P. 

Please  call  F.  Samuel  Wilcox,  III,  George 
H.  Trapnell,  or  L.  Cass  Ledyard,  at  (302) 
421-7442. 


TEN  COMMANDMENTS  FOR 
DEFENDANT-DOCTORS 


Marc  S.  Mandell,  JD 


A malpractice  suit  is  a prospect  physicians 
must  live  with.  After  receiving  notice  of  a law- 
suit, a physician  should  knoio  what  to  do  and 
what  not  to  do.  The  following  commandments 
are  offered  as  a guide  to  the  perplexed. 

So  Moses  cut  two  tables  of  stone  like  the  first: 
and  he  rose  early  in  the  morning  and  went  up 
on  Mount  Sinai,  as  the  Lord  had  commanded 
him,  and  took  in  his  hand  two  tables  of  stone — 
Exodus  34,  Revised  Standard  Version  of  the 
Bible. 

1.  Thou  shalt  not  communicate  directly  with  the 
plaintiff’s  attorney.  Don’t  call  up  the  plaintiffs 
attorney  to  say  what  you  think  of  him  or  her. 
The  attorney  already  knows  and  doesn’t  care. 
He  or  she  will  allow  you  to  talk,  hoping  you  will 
say  something  that  will  help  your  adversary’s 
case.  Besides,  the  lawyers’  code  of  ethics  for- 
bids the  plaintiff s attorney  from  speaking  di- 
rectly with  the  defendant  unless  the  defendant’s 

Mr.  Mandell  is  a practicing  attorney  in  Norwich,  Connecticut. 
He  is  a graduate  of  Case  Western  Reserve  University  School  of 
Law,  Cleveland,  and  a member  of  the  Connecticut  and  federal  bars. 

Reprinted  with  permission  from  Postgraduate  Medicine,  Decem- 
ber 1981. 


attorney  has  been  notified  first  and  has  con- 
sented. 

The  proper  time  to  speak  with  the  plaintiff s 
attorney  is  at  your  deposition.  At  that  time  you 
will  be  represented  by  your  attorney,  who  can 
object  to  inappropriate  questions.  Your  answers 
to  questions  will  be  recorded  to  protect  you 
from  being  misquoted. 

If  you  receive  a phone  call  or  a visit  from  an 
investigator  working  for  the  plaintiff’s  attorney, 
you  are  not  required  to  speak  with  him  or  her 
and  have  nothing  to  gain  from  doing  so. 

2.  Thou  shalt  not  discuss  the  case  in  hospital 
corridors.  At  an  appropriate  time,  your  insur- 
ance carrier  will  consult  medical  experts  to  dis- 
cuss the  merits  of  the  claims  against  you.  If  you 
discuss  the  case  around  the  hospital,  you  can’t 
be  sure  who  will  be  listening  and  who  will  be 
talking.  Hospital  gossip  travels  fast,  and  nothing 
travels  faster  than  news  of  a malpractice  case. 

3.  Thou  shalt  not  communicate  directly  with  the 
plaintiff.  Once  the  claim  has  been  filed,  the  time 
to  offer  explanations  to  the  plaintiff  is  over.  Any- 
thing you  tell  the  plaintiff  that  appears  to  be  an 
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admission  of  a mistake  on  your  part  might  end 
up  being  used  against  you  at  your  trial.  You 
will  have  ample  time  later  to  express  your  view- 
point. 

4.  Thou  shalt  not  discuss  the  case  with  re- 
porters. A malpractice  suit  is  a physician’s  head- 
ache but  a reporter’s  delight.  Shortly  after  the 
plaintiff’s  claim  has  been  filed,  the  defendant- 
doctor  can  expect  a phone  call  or  a visit  from  at 
least  one  local  reporter.  You  can  be  sure  any 
remarks  you  make  will  be  distorted,  misquoted, 
or  taken  out  of  context.  You  can  also  be  sure 
the  newspaper  will  not  get  the  facts  of  the  case 
straight.  Restrain  any  urge  you  have  to  denounce 
your  former  patient,  the  plaintiff s attorney,  or 
the  legal  profession  in  general.  None  of  this 
will  help  your  case. 

5.  Thou  shalt  not  alter  the  patient’s  records  in 
any  way.  The  worst  thing  you  can  do  once  a 
claim  against  you  has  been  filed  is  to  alter  the 
patient’s  records.  By  the  time  the  lawsuit  has 
been  started,  the  plaintiff s attorney  already  has 
a copy  of  the  original  chart  and  will  be  quick  to 
discover  any  changes  you  have  made.  This  type 
of  evidence  often  has  a dramatic  effect  on  juries 
and  may  salvage  a weak  case  a plaintiff  might 
otherwise  have  lost.  A deliberating  jury  can’t 
possibly  remember  all  the  testimony  it  has  heard. 
It  probably  won’t  recall  whether  a radiologist 
used  the  Buckv  method  or  the  grid  method.  But 
the  jurors  surely  won’t  forget  an  altered  or  tam- 
pered record. 

6.  Thou  shalt  not  covet  thy  neighbors  settle- 
ment. Defendant-doctors  often  suffer  from  the 
“settlement  syndrome,”  which  usually  begins 
when  the  doctor  learns  of  the  lawsuit  against 
him  or  her.  The  first  symptom  is  the  desire  to 
learn  how  cases  against  other  doctors  have  been 
resolved.  If  a colleague’s  case  has  been  quickly 
settled  for  a low  figure,  the  doctor  wonders  why 
his  or  her  case  can’t  be  resolved  the  same  way. 
If  another  doctor  has  been  vindicated  by  a jury, 
the  doctor  is  outraged  when  his  or  her  own  at- 
torney suggests  settlement. 

But,  just  as  each  patient  must  be  treated  differ- 
ently, so  must  each  lawsuit.  Similar  facts  do  not 
guarantee  similar  results.  A defense  attorney 
may  try  to  settle  similar  cases  differently  because 
some  defendant-doctors  make  poor  witnesses  and 


others  handle  themselves  better  on  the  witness 
stand.  Likewise,  a plaintiff s personality,  appear- 
ance, and  occupation  all  play  a role  in  his  or  her 
attorney’s  calculations.  A plaintiff  who  is  a young 
mother  in  a wheelchair  will  probably  evoke  more 
sympathy  from  a jury  than  one  who  is  a member 
of  a motorcycle  gang. 

7.  Thou  shalt  not  get  legal  advice  on  the  golf 
course.  Legal  advice  given  on  the  golf  course 
is  as  useful  as  medical  advice  given  on  the  golf 
course. 

8.  Thou  shalt  not  quarrel  ivith  the  plaintiff’s  at- 
torney while  testifying.  If  the  lawsuit  against 
you  proceeds  to  trial,  you  doubtless  will  be  called 
to  testify,  most  often  during  the  presentation  of 
the  plaintiff’s  case.  The  confrontation  between 
the  plaintiff’s  attorney  and  the  defendant-doctor 
is  not  a happy  time  for  the  defendant-doctor.  No 
one  likes  to  have  his  or  her  professional  com- 
petence challenged.  But  you  should  not  approach 
this  confrontation  as  if  you  are  Wyatt  Earp  at 
the  OK  Corral.  A courtroom  is  a trial  attorney’s 
home  field,  not  yours.  Short  answers,  whenever 
possible,  are  preferable  to  long,  contentious  ones. 
The  less  you  say,  the  less  likely  you  will  be  to 
help  the  case  against  you. 

9.  Thou  shalt  not  worry  about  countersuing  the 
plaintiff  for  bringing  what  thou  feels  is  a frivolous 
action.  The  first  reaction  of  many  physicians  is 
to  countersue  the  plaintiff  and  plaintiff  s attorney. 
Though  your  desire  to  countersue  is  understand- 
able and  may  have  therapeutic  value,  such  a 
lawsuit  has  little  practical  use.  A claim  against 
the  plaintiff  ordinarily  must  wait  until  the  origi- 
nal proceeding  against  the  defendant-doctor  has 
been  terminated  in  the  defendant’s  favor.  In  the 
countersuit,  the  physician  must  prove  that  the 
plaintiff  did  not  have  grounds  for  suing.  This  is 
a difficult  case  to  prove.  Successful  countersuits 
by  physicians  are  as  prevalent  as  cases  of  yaws  in 
New  England. 

10.  Thou  shalt  not  mistake  thyself  for  a trial 
lawyer.  While  you  should  have  an  active  and 
open  relationship  with  your  defense  attorney,  re- 
frain from  instructing  him  or  her  on  how  to  con- 
duct your  case.  It  may  be  hard  to  believe,  but 
your  attorney  probably  knows  more  about  the 
court  system  and  trial  work  than  you  do. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  was  contributed  by  Paul  J.  McCready,  M.D. 


FIGURE  1 

Chest  film  of  51 -year-old  white 
male  admitted  for  acute  anterior 
wall  myocardial  infarction. 


FIGURE  2 

Chest  film  taken  three  months 
after  Figure  1.  The  patient  was 
complaining  of  exertional  dys- 
pnea and  chest  tightness  with 
minimal  activity. 


W 


WHAT  IS  YOUR  DIAGNOSIS? 


Dr.  McCready  is  a third-year  resident  in  the  Department  of 
Radiology  at  The  Wilmington  Medical  Center. 
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DIAGNOSIS:  LEFT  VENTRICULAR  ANEURYSM 


Discussion 

Aneurysms  of  the  left  ventricle  occur  not  un- 
commonly as  complications  of  myocardial  infarc- 
tion or  trauma.  They  may  be  either  true  or 
false  aneurysms.  The  wall  of  a true  aneurysm 
is  composed  of  fibrous  elements  of  the  infarcted 
myocardium  and  shares  a common  lumen  with 
the  left  ventricle.1-2  A false  aneurysm  is  the  result 
of  rupture  of  the  left  ventricular  wall  that  is  con- 
tained by  the  pericardium.  It  has  a separate 
lumen  which  communicates  with  the  left  ven- 
tricle through  a narrow  opening;  its  wall  is 
composed  of  nonspecific  fibrous  tissue  and  peri- 
cardium. It  is  important  to  distinguish  one  from 
the  other  because  late  rupture  of  a true  aneurysm 
is  extremely  rare,  and  aneurysmectomy  need  be 
performed  only  for  complications  such  as  unre- 
sponsive congestive  heart  failure,  systemic  em- 
boli, or  refractory  ventricular  arrhythmias.  On 
the  other  hand,  a false  aneurysm  is  a definite 
indication  for  prompt  surgery  because  of  its  high 
incidence  of  rupture. 


FIGURE  3 

Left  ventriculogram  which  re- 
veals a large  left  ventricular 
aneurysm  involving  the  apex 
and  anterolateral  wall. 


while  false  aneurysms  usually  involve  the  dia- 
phragmatic or  posterolateral  walls.  The  latter 
may  show  enlargement  on  sequential  radio- 
graphs. Angiographically,  a true  aneurysm  shares 
a common  lumen  with  the  left  ventricle  and  the 
coronary  vessels  drape  over  the  aneurysm  since 
the  wall  of  the  aneurysm  is  the  true  ventricular 
wall.  False  aneurysms  have  a narrow  ostium  con- 
necting the  aneurysm  sac  to  the  left  ventricle, 
and  there  is  no  draping  of  coronary  vessels. 

Echocardiography  and  nuclear  scanning  may 
also  be  useful  in  making  the  diagnosis.  Echo- 
cardiographically,  a false  aneurysm  appears  as 
a bounded,  echo-free  space  communicating  with 
the  ventricle  through  a narrow  opening.3  Tech- 
netium 99m  gated  cardiac  blood  pool  scintiscans 
of  false  aneurysms  demonstrate  a discrete  para- 
ventricular chamber  with  a narrow-necked  con- 
nection to  the  ventricle.4  Thallium  201  myocardial 
perfusion  scintiscans  may  show  a defect  corres- 
ponding to  the  neck  of  the  false  aneurysm. 


A ventricular  aneurysm  is  suggested  on  a chest 
roentgenogram  by  a pericardiac  mass  in  a pa- 
tient with  an  appropriate  history  of  myocardial 
infarction,  trauma,  surgery,  or,  less  commonly, 
myocarditis,  tuberculosis,  syphyllis,  or  bacterial 
endocarditis.  True  aneurysms  almost  invariably 
occur  in  the  apical  or  posterolateral  segment, 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


RADIOLOGY:  STILL  A NEED  FOR  CHANGE 

Five  years  ago,  I wrote  on  these  pages  about 
the  changing  role  of  the  radiologist  and  the  need 
for  a new  approach  to  the  selection  of  imaging 
procedures  in  patient  management.1 

In  the  interim  much  has  happened.  Com- 
puterized tomography  has  established  itself  as 
revolutionary  in  the  management  of  a diversity 
of  medical  and  surgical  problems.  Ultrasound 
has  grown  in  importance  through  the  develop- 
ment of  better  images  and  real-time  scanning. 
Interventional  radiology  has  altered  therapy  in 
ways  unimagined  only  five  years  ago.  Digital 
angiography,  representing  another  step  on  the 
way  to  computerization  of  all  imaging  informa- 
tion and  altering  the  indications  for  diagnostic 
angiography,  is  here.  Nuclear  magnetic  reson- 
ance imaging,  while  still  a research  tool,  is 
producing  images  comparable  to  CT  in  some 
areas  of  the  body;  its  acceptance  into  the  diag- 
nostic armamentarium  is  probably  only  a matter 
of  several  more  years. 

Radiologists,  that  strange  breed  heretofore 
confined  to  shadowy  labyrinths  in  a dark  comer 
of  the  hospital,  now  can  be  found  more  than 
occasionally  far  from  home,  interacting  with  pa- 
tients and  physicians  on  the  wards.  The  fre- 
quency of  direct  contact  between  patients  and 
radiologists  has  increased  dramatically. 

Despite  these  developments,  many  physicians 
retain  attitudes  toward  the  use  of  radiologists 
and  imaging  procedures  which  fail  to  recognize 
that  changes  have  occurred;  they  thus  contribute 
to  the  high  cost  of  medical  care  and  the  ineffi- 
ciency of  the  system.  Indicators  of  these  attitudes 
include  the  radiographic  request  form  devoid  of 
clinical  information  and  the  preference  of  some 
for  the  report  which  describes  the  radiographic 
findings  but  makes  no  recommendations  regard- 


ing other  imaging  procedures  which  may  or  may 
not  be  of  value. 

In  the  past,  the  consequences  of  these  attitudes 
were  perhaps  less:  differential  diagnoses,  clinical 
and  radiological,  were  less  elaborate;  less  was 
expected  of  the  radiologic  image;  few  alterna- 
tive imaging  modalities  were  available;  invasive 
radiologic  procedures  with  their  triumphs  and 
complications  were  limited  or  nonexistent;  and 
medicolegal  and  cost  containment  considerations 
were  less  significant. 

Times  have  indeed  changed  in  radiology.  The 
referring  physician  cannot  any  longer  afford  to 
ignore  the  radiologist  as  consultant  if  s/he  de- 
sires to  truly  serve  his  or  her  patient  requiring 
radiologic  procedures  in  an  effective  fashion. 
Call  radiologists,  ask  them  to  call  you,  welcome 
their  suggestions,  take  time  to  fill  out  the  request 
form,  consult  them  officially.  They  can  help  you 
with  your  patients.  And  remember  the  aphor- 
ism: The  physician  who  doesn’t  ask  a question 
has  no  right  to  expect  an  answer. 

John  S.  Wills,  M.D. 

REFERENCES 

1.  Wills  JS.  Radiology:  A time  for  change.  Del  Med  J.  1977; 

49:490. 

«? 

THROMBOLYTIC  THERAPY  IN  ACUTE 
MYOCARDIAL  INFARCTION 

Coronary  artery  disease  is  the  leading  cause 
of  death  in  the  adult.  The  major  prognostic 
factors  are  the  number  of  involved  coronary 
arteries  and  the  degree  of  left  ventricular  dys- 
function. 

Thrombolytic  therapy  during  acute  myocardial 
infarction  is  a promising  technique  to  salvage 
ischemic  myocardium.  It  has  been  shown  that 


Del  Med  Jrl,  June  1983 — Vol  55,  No  6 


357 


Editorials 


80%  of  patients  with  acute  transmural  myo- 
cardial infarction  have  a totally  occluded  coro- 
nary due  to  thrombus.  Reperfusion  can  be  ac- 
complished in  70%  to  90%  of  these  patients  by 
administering  streptokinase  intracoronary  or  in 
50%  to  75%  by  high  dose,  short-term  intraven- 
ous administration.1'2  Up  to  30%  of  patients 
successfully  reperfused  will  reocclude  during 
their  hospitalization. 

The  aim  of  thrombolytic  therapy  is  the  preser- 
vation of  myocardium.  This  is  dependent  not  only 
upon  opening  the  coronary  artery  but  also  on 
the  duration  of  ischemia  before  successful  reper- 
fusion and  the  presence  of  collaterals  to  the 
area  of  infarction.  Preservation  of  myocardium 
can  be  evaluated  by  intracoronary  thallium  or 
technetium  pyrophysphate  and  improved  ven- 
tricular contractility  over  a period  of  time.  It  is 
important  to  analyze  not  only  global  ventricular 
performance  by  ejection  fraction  but  also  regional 
wall  motion. 

Recent  studies  have  shown  a compensatory 
hyperkinesis  of  normal  myocardium  during  acute 
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infarction.  With  successful  reperfusion  and  im- 
proved wall  motion  in  the  area  of  infarction,  the 
motion  in  the  hyperkinetic  segment  returns  to- 
ward normal.3  This  improvement  in  regional 
wall  motion  may  not  be  reflected  by  an  increase 
in  ejection  fraction  which  is  a measure  of  global 
left  ventricular  function.  This  accounts  for  some 
disagreement  between  studies  that  only  looked 
at  ejection  fraction  in  judging  clinical  efficacy. 
Even  studies  that  report  statistically  significant 
improvement  in  ventricular  performance  with 
thrombolytic  therapy  may  be  talking  about  only 
a 3%  to  5%  increase  in  ejection  fraction.  Al- 
though statistically  significant,  whether  this  in- 
crease is  physiologically  significant  is  unknown. 

There  have  been  reports  of  improvement  in 
ejection  fraction  in  up  to  25%  of  patients  with 
acute  myocardial  infarction  who  receive  con- 
ventional therapy.4  Investigators  are  beginning 
to  look  at  subsets  of  acute  myocardial  infarction. 
Preliminary  data  from  the  intracoronary  strepto- 
kinase registry  of  the  European  Society  of  Cardi- 
ology have  found  a significant  inverse  relation- 
ship between  initial  ejection  fraction  and  im- 
provement in  ejection  fractions.  Thus,  the  great- 
est benefit  would  be  in  those  patients  with  the 
largest  infarctions. 

Certain  studies  have  shown  improved  short- 
term mortality  statistics  with  intracoronary  strep- 
tokinase.2’5 Older  studies  using  18  to  24  hours 
of  intravenous  streptokinase  have  also  reported 
improved  survival.0'7  Complications  have  been 
predominantly  in  the  area  of  bleeding  (gastro- 
intestinal, retroperitoneal,  and  puncture  sites) 
which  can  be  managed  by  transfusion  or  local 
application  of  pressure.  Occasional  episodes  of 
intracerebral  bleeding  have  been  reported.8 
There  have  been  no  studies  to  document  whether 
the  complication  rate  is  different  between  intra- 
coronary  or  intravenous  streptokinase.  To  date, 
there  have  been  no  adverse  reports  on  the  effects 
of  cardiac  catheterization  during  acute  myocar- 
dial infarction. 

There  are  obvious  advantages  to  intravenous 
administration  of  streptokinase.  These  include 
ability  of  all  hospitals  to  utilize  the  drug,  ease 
of  administration,  and  the  low  cost  of  therapy. 
At  this  point  most  of  the  research  appears  to  be 
in  the  area  of  intracoronary  streptokinase.  There 
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have  been  no  studies  comparing  the  efficacy  and 
side  effects  of  the  two  routes  of  administration. 

There  are  many  questions  about  thrombolytic 
therapy  that  need  answers.  How  long  can 
ischemia  be  present  and  myocardium  still  be 
viable?  Which  group  of  patients  will  benefit 
from  thrombolytic  therapy,  not  only  in  terms  of 
improved  regional  wall  motion  but,  more  im- 
portantly, short-term  mortality  and  functional 
class?  Is  the  prognosis  of  patients  who  have 
been  successfully  reperfused  comparable  to  that 
of  patients  with  chronic  stable  angina  and  similar 
coronary  anatomy  and  ventricular  function? 
Should  patients  who  have  been  successfully  re- 
canalized have  immediate  percutaneous  trans- 
luminal coronary  angioplasty  or  coronary  artery 
bypass  surgery  to  prevent  reinfarction? 

Edward  M.  Goldenberg,  M.D. 
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WHEN  SHOULD  A PHYSICIAN  RETIRE?— 
WILLIAM  HEBERDEN'S  VIEW 

The  most  recent  revision  of  the  AMA  Code  of 
Medical  Ethics  was  ratified  by  member  societies, 
including  the  Medical  Society  of  Delaware,  in 
1981.  In  1847,  the  first  written  national  code  of 
medical  ethics  for  US  physicians  was  approved. 
It  was  based,  not  surprisingly,  on  a British  ver- 
sion by  Dr.  Thomas  Percival  ( 1704-1804  j.1  The 
main  text  of  Percival’s  Medical  Ethics  is  com- 
prised of  four  chapters  dealing  with  physicians’ 
professional  conduct  respecting  hospitals  “or 
other  medical  charities,”  in  their  private  prac- 
tices, towards  apothecaries,  and  the  duties  of 
physicians  which  involve  knowledge  of  the  law. 

At  the  end  of  these  chapters,  there  is  a section 
entitled  Notes  and  Illustrations.  Note  14,  Re- 
tirement from  Practice , includes  a letter  from 
William  Heberden  ( 1710-1801 ) to  his  friend 
Percival.  After  complimenting  Percival  on  a 
job  well-done,  Heberden  explained  why  he  had 
retired  from  the  practice  of  “physic”  a few  years 
before,  when  he  was  85. 

...  It  was  not  from  a wish  to  be  idle,  which 
no  man  capable  of  being  usefully  employed 
has  a right  to  be,  but  because  I was  willing 
to  give  over,  before  my  presence  of  my 
thought,  judgment,  and  recollection  were  so 
impaired,  I could  not  do  justice  to  my  pa- 
tients. It  is  more  desirable  for  a man  to  do 
this  a little  too  soon  than  a little  too  late;  for 
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the  chief  danger  is  on  the  side  of  not  doing 
it  soon  enough. 

Heberden  wrote  his  letter  to  Percival  on  Au- 
gust 18,  1794,  from  his  retirement  home  in  Wind- 
sor. Percival’s  book  was  not,  however,  published 
until  nine  years  later  in  1803,  the  year  before 
he  died.  Heberden  had  died  two  years  previ- 
ously, in  1801,  the  year  before  the  publication 
of  his  own  best  known  work,  Commentaries  on 
the  History  and  Cure  of  Diseases.  (Some  of 
Heberden’s  other  writings  are  still  in  manuscripts 
in  a collection  at  Harvard’s  Medical  Library;2 
one  of  these  has  recently  been  published.3 ) 

I am  not  aware  of  any  professional  code  of 
ethics  that  speaks  directly  toward  the  problem 
of  retirement:  when  it  should  be  done,  when  it 
must  be  done.  Yet  a recent  story  in  the  New 
York  Times  spoke  of  a US  judge,  80  years  old, 


“semi-retired”  (a  term  apparently  referring  to 
duration  of  his  work  week  rather  than  the  in- 
tensity of  his  responsibility),  who  was  recently 
twice  overruled  within  several  days. 

Questioned  about  retiring  completely,  the 
judge  said,  “I  don’t  ever  expect  to  sit  in  a rocking 
chair.  I’d  sit  down  and  die  if  I did.  I expect 
to  be  taken  out  horizontally  from  this  court  or 
from  my  garden.”4 

Is  there  a possibility  that  too  many  physicians 
feel  the  same? 

Bernadine  Z.  Paulshock,  M.D. 
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SCIENCE:  GOOD,  BAD,  AND  BOGUS,  by  Martin 
Gardner,  Prometheus  Books,  Buffalo,  New  York, 
1981.  408  pp.  Price  $18.95. 

Martin  Gardner,  a graduate  of  the  University 
of  Chicago,  a science  author,  an  amateur  magi- 
cian, and  a fellow  of  the  Committee  for  the 
Scientific  Investigation  of  Claims  of  the  Para- 
normal, has  in  this  book  assembled  38  chapters, 
each  representing  an  article  or  book  review  pub- 
lished at  a different  time  over  a period  of  30 
years. 

Although  there  is  considerable  overlap  and 
repetition,  his  collection  is  an  easy  to  read  and 
sometimes  fascinating  expose  of  the  trickery  of 
charlatans  and  the  sincere  but  misguided  work 
of  zealous  scientific  cranks  over  the  years  up  to 
and  including  the  present. 

He  does  a job  on  E.S.P.,  flying  saucers,  est, 
Uri  Geller,  Oral  Roberts,  Ruth  Stapleton  and 
Immanuel  Velikovsky.  He  has  great  pieces  on 
talking  apes  and  on  psychic  surgery. 

Gardner  succinctly  sums  up  his  book  himself: 

“I  do  not  believe  that  books  on  worthless 


science,  promoted  into  best  sellers  by  cynical 
publishers,  do  much  damage  to  science  ex- 
cept in  areas  like  medicine,  health,  and  an- 
thropology. There  are  people  who  have 
died  needlessly  as  a result  of  reading  per- 
suasive books  recommending  dangerous 
diets  and  fake  medical  cures.  The  idiocies 
of  Hitler  were  strengthened  in  the  minds 
of  the  German  people  by  crackpot  theories 
of  anthropology.” 

David  Platt,  M.D. 
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EAR,  NOSE,  AND  THROAT  DISORDERS:  ESSEN- 
TIALS OF  PRIMARY  CARE,  2nd  edition,  by  John  E. 
Ausband,  M.D.,  Medical  Examination  Publishing 
Company,  New  Hyde  Park,  New  York,  1981.  223 
pp.  Price  $23.50. 

In  the  preface  to  the  first  edition,  the  author 
discusses  the  large  number  of  ear,  nose,  and 
throat  (ENT)  problems  seen  by  the  general 
practitioner  and  the  small  proportion  of  a medical 
student’s  time  that  is  spent  learning  about  them. 
A purpose  of  this  small,  223-page  paperback 
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volume  is  to  fill  that  gap.  Many  important  topics 
are  covered  but  generally  in  a superficial  manner. 
Thus,  it  has  value  to  those  interested  in  the 
basics,  but  is  inadequate  for  primary  care  prac- 
titioners (contrary  to  the  title). 

Symptoms  such  as  hearing  loss,  dizziness,  epi- 
staxis,  and  headache  are  titles  for  some  of  the 
initial  chapters.  Discussions  of  infections,  otitis 
media,  tumors,  allergy,  common  colds,  facial 
trauma,  neck  masses,  diseases  of  the  salivary 
glands,  diseases  of  the  facial  nerve,  and  other 
topics  are  also  included. 

This  volume  is  written  by  a single  author,  and 
thus  one  writing  style  persists  throughout  the 
book.  He  writes  in  a succinct  manner  that  reads 
easily  but  often  leaves  the  reader  hungry  for 
clarification.  It  is  sometimes  difficult  to  under- 
stand why  the  author  emphasizes  one  problem 
and  only  writes  a few  sentences  on  another. 

Dr.  Ausband  approaches  most  topics  with  a 
discussion  of  etiology,  signs  and  symptoms,  dif- 


ferential diagnosis,  treatment  and  complications. 
He  fails  to  include  much  information  on  natural 
history  or  epidemiology.  The  treatment  sections 
of  each  chapter  are  generally  beneficial.  It  ap- 
pears as  though  he  gives  a very  short  discussion 
of  treatment  for  those  problems  that  he  feels 
should  be  handled  by  an  otolaryngologist  and  a 
little  more  information  about  those  he  feels  pri- 
mary care  physicians  should  handle.  He  rarely 
discusses  expected  outcome  of  therapies. 

There  is  nothing  flashy  about  the  appearance 
and  format  of  the  book.  The  cover  is  simple, 
the  printing  is  “type-like,”  illustrations,  tables, 
photographs,  and  graphs  are  scarce,  referencing 
is  poor  and  many  references  are  old.  At  $23.50, 
it  is  not  a bargain. 

In  summary,  this  volume  attempts  but  fails 
at  the  goal  of  providing  a thorough,  concise,  up- 
to-date  treatise  on  otolaryngology  for  primary 
care.  It  does,  however,  contain  useful  informa- 
tion and  is  very  readable  and  well-organized. 
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It  may  be  appropriate  for  medical  students  and 
interns,  but  better  volumes  should  be  available. 
It  is  certainly  not  a source  of  the  details  of  cur- 
rent otolaryngology. 

Dennis  Sheehe 

Mr.  Sheehe  is  a fourth  year  medical  student  at  Jefferson  Medical 
College. 

MEDICAL  LAW  FOR  THE  ATTENDING  PHYSICIAN, 

by  Salvatore  Francis  Fiscina,  M.D.,  J.D.,  Southern 
Illinois  University  Press,  Carbondale,  Illinois, 
1982.  485  pp.  Price  $40.00. 

The  law  is  an  important  part  of  everyone’s 
life,  and  it  is  important  for  a professional  person 
to  be  familiar  with  the  law  as  it  applies  to  his 
or  her  particular  profession.  Because  of  the 
difficulty  in  keeping  up  with  vast  amounts  of 
medical  knowledge,  physicians  in  general  have 
neglected  to  become  acquainted  with  medical 
law.  This  book  is  a short  self-instruction  course 
in  law  as  it  pertains  to  the  medical  profession. 
It  deals  with  most  areas  that  would  apply  to 
private  medical  practice  such  as  medical  records, 
the  issue  of  consent,  and  the  requirements  of  the 
physician-patient  relationship. 

Never  having  read  a legal  text,  I found  this 
book  to  be  clearly  written.  Each  point  of  law 
is  followed  by  several  illustrative  cases  designed 
to  allow  the  reader  to  digest  and  analyze  the 
point  and  to  see  how  it  applies  in  context.  The 
cases  are  interesting  reading,  and  many  of  them 
reminded  me  of  situations  that  I have  run  across 
since  beginning  my  medical  education.  Many 
of  the  legal  decisions  in  some  of  the  cases  are 
quite  surprising.  I learned  that  a physician  can 
be  held  responsible  for  negligence  caused  by  a 
hospital  employee,  even  if  that  physician  had 
nothing  to  do  with  the  incident.  Several  cases 
illustrated  that  an  unfavorable  outcome  from  a 
drug  used  for  an  indication  or  in  a dosage  that 
does  not  have  official  FDA  approval  does  not 
necessarily  constitute  negligence.  The  different 
cases  illustrate  how  a physician-patient  relation- 
ship is  begun,  the  requirements  of  both  parties 
in  the  maintenance  of  the  relationship,  and  the 
proper  method  of  terminating  the  relationship. 

I would  recommend  that  all  medical  practi- 
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tinners  own  this  book,  read  it  thoroughly,  and 
refer  back  to  it  when  necessary.  The  subject 
should  be  introduced  into  the  medical  school 
curriculum  when  the  student  begins  clinical 
training,  and  this  book  would  make  an  excellent 
text  for  such  a course.  One  does  not  have  to 
be  a lawyer  to  read  and  understand  this  book, 
and  doing  so  may  prevent  a physician  from  get- 
ting into  the  type  of  situation  where  a lawyer 
is  needed.  For  the  doctor,  this  is  good  preven- 
tive medicine. 

Lawrence  M.  Markman,  M.D. 
% «? 

CLINICAL  INTERNAL  MEDICINE  IN  THE  AGED,  by 
Robert  W.  Schrier,  M.D.,  W.  B.  Saunders,  Phila- 
delphia, 1982.  324  pp.  Price  $28.50. 

This  book  contains  no  new  information  and 
nothing  that  cannot  be  found  in  other,  more 
prominent  medical  texts.  Yet,  information  on 
the  relationships  between  disease  and  the  natural 
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aging  process  is  usually  buried  in  the  more  ex- 
tensive texts  and  difficult  for  the  practitioner  to 
find  and  put  into  use  in  daily  medical  practice. 
Dr.  Schrier’s  text  compiles  much  of  this  informa- 
tion and  provides  a concise  and  accurate  review 
of  the  most  common  problems  seen  by  physi- 
cians who  care  for  the  elderly.  Without  being 
overly  academic,  this  book  provides  the  reader 
with  up-to-date  information  on  pathophysiology, 
diagnostic  approaches,  and  management  of  these 
problems  with  special  emphasis  given  when  the 
age  of  the  patient  requires  some  modification  of 
traditional  approaches. 

The  first  three  chapters  deal  with  the  normal 
aging  process,  including  cellular  aspects,  psycho- 
social aspects,  and  political  aspects  of  the  prob- 
lem. This  information  is  not  likely  to  be  found 
in  general  medical  texts  and  is  a good  introduc- 
tion to  the  rest  of  the  book,  which  is  arranged 
by  organ  system.  Multiple  contributors  make 
some  chapters  more  useful  than  others.  The 
chapter  on  drug  use  in  the  elderly  contains  a 
rather  complete  discussion  of  pharmacokinetic 
principles  followed  by  a discussion  of  particular 
classes  of  drugs  most  commonly  prescribed  for 
the  chronic  diseases  of  the  elderly.  The  chapter 
on  hypertension  stresses  problems  associated 
with  drug  treatment  and  practical  tips  on  im- 
proving compliance  and  minimizing  side  effects. 
I was  disappointed  that  the  chapter  on  endo- 
crinology did  not  cover  more  completely  the 
problem  of  interpreting  thyroid  function  tests 
in  the  elderly  and  chronically  ill.  It  was  nice 
to  see  a chapter  on  skin  problems,  but  I found  it 
too  brief  and  lacking  in  adequate  information  on 
treatment.  There  was  little  coverage  of  stroke 
but  good  coverage  of  dementia.  All  of  the  chap- 
ters contained  extensive  references  with  entries 
as  recent  as  1981. 

This  book  is  only  a little  over  300  pages  long 
and  can  be  read  cover  to  cover  in  a short  time. 
I do  not  think  most  physicians  would  find  it  use- 
ful as  a reference,  but  I do  recommend  that  those 
interested  in  medical  care  of  the  elderly  find  the 
time  to  read  it.  There  is  much  useful  and  prac- 
tical information  here,  and  it  is  a good  current 
review  of  common  medical  problems. 

Lawrence  M.  Markman,  M.D. 

Continued  on  page  373 
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especially  in  these  urinary  tract  infections. 
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cian's judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 
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Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN, 
AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 
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Letters  to  the  Editor 


"PREOBITUARIES" 

To  the  Editor: 

A long-standing  friend  of  mine,  Sam  Davis, 
the  Special  Collections  Librarian  at  the  Scott 
Memorial  Library,  Thomas  Jefferson  University, 
has  called  my  attention  to  an  interesting  article 
in  the  British  Medical  Journal  (1982;285:18-25) 
in  which  the  editorialist  laments  the  fact  that 
obituaries  are  generally  bland  and  seem  always 
to  have  been  written  about  human  beings  who 
were  perfect.  He  suggests  do-it-yourself  obitu- 
aries as  probably  being  more  honest,  telling  us 
of  a person’s  disappointments  and  failures  as 
well  as  successes.  Even  if  such  editorials  were 
not  more  honest,  he  suggests  they  would  be 
more  “colourful  and  personal”  and  at  the  very 
least  would  “be  accurate,  and  include  the  infor- 
mation that  the  dead  doctor  wanted  included.” 

I have  always  been  opposed  to  great  “honesty” 
in  the  obituary.  Honesty  in  the  curriculum  vitae, 
yes;  but  let  evil  be  interred  with  the  bones.  We 
should  not  forget  that  in  the  years  to  come,  a 
child  or  a grandchild  may  want  to  read  about 
his  deceased  relative.  I doubt  if  writers  of  obitu- 
aries who  emphasize  the  unpleasant  would  stand 
at  the  open  casket  and  read  a list  of  unpleasant 
facts  from  the  deceased’s  life.  While  I do  not 
favor  post  mortem  whitewash,  with  a little  ef- 
fort a miserable  fact  can  usually  be  made  palat- 
able for  family,  friends,  patients,  and  peers. 

I am  certain  the  idea  of  the  “preobituary”  is 
a good  one  that  is  long  overdue,  but  I suspect 
that  physician  cooperation  would  be  difficult  to 
impossible  to  obtain. 

Charles  M.  Bancroft,  M.D. 


ORBITAL  FLOOR  FRACTURE 

To  the  Editor: 

Orbital  floor  fractures  are  frequently  seen  as 
the  result  of  automobile  injuries,  accidental 
trauma,  or  intentionally  inflicted  blows.  An  or- 
bital fracture  may  occur  as  a solitary  injury  or 
may  be  found  in  conjunction  with  injuries  of 
the  globe,  other  facial  bones,  and  cutaneous 
structures. 

It  must  be  remembered  that  fractures  into  the 
orbit,  especially  trimalar  fractures,  involve  direct 
communication  with  the  maxillary  sinus  and,  in 
severe  cases,  the  oral  cavity.  This  may  allow 
for  the  potential  spread  of  bacteria  into  the  orbit, 
causing  orbital  cellulitis.  Although  this  com- 
plication may  not  occur  frequently,  we  believe 
that  prophylactic  antibiotics  should  strongly  be 
considered  in  patients  with  transorbital  frac- 
tures. 

Robert  Abel,  Jr.,  M.D. 

James  Goodwill,  D.D.S. 

Ku  Won  Suh,  M.D. 

VS  VS 

AN  ORTHOPEDIC 
PATIENT'S  PRAYER 

To  the  Editor: 

On  her  most  recent  visit  with  us,  one  of  my 
patients,  Barbara  Esper,  brought  in  the  prayer 
which  appears  below.  I thought  it  might  be  of 
interest  to  Society  members. 

AN  ORTHOPEDIC  PRAYER 

Dear  God, 

My  bones  are  broken  and  need  to  heal.  Keep 

my  spirits  high  that  I might  e courage  others 
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during  this  time  I’m  set  aside.  Give  me  courage 
each  day  to  face  new  ways  of  doing  the  or- 
dinary tasks  I’ve  taken  for  granted.  Develop 
in  me  an  engineering  ability  to  cope  and  not 
to  become  discouraged  if  something  doesn’t 
work  the  way  I think  it  should. 

And  Lord,  let  me  be  gracious  enough  to 
receive  the  kindness  of  others  without  feeling 
guilty  for  having  been  in  need.  May  I never 
take  advantage  of  others’  generosity  or  expect 
anyone  to  do  for  me  what  I can  do  for  myself. 
At  the  same  time,  give  me  wisdom  to  know 
when  to  seek  help  and  the  humility  to  accept 
it. 

Thank  you,  God,  for  the  way  you’ve  created 
me,  and  for  the  doctor  who  repairs  the  damage 
of  my  violated  body. 

Please  let  these  bones  grow  strong  again,  and 
may  I be  more  acute  to  the  infirmities  of  others 
because  of  my  experiences  today. 

Amen. 


Errol  Ger,  M.D. 
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WHAT'S  NEW  IN  DERMATOLOGY? 


Donald  Schetman,  M.D. 


The  specialty  of  dermatology  has  produced 
numerous  advances  in  therapy  and  delineated 
many  new  disorders  of  the  skin  during  the  past 
decade.  The  following  brief  discussion  presents 
a few  of  these  therapeutic  and  diagnostic  high- 
lights. 

The  diagnosis  of  fungal  infection  of  the  scalp 
and  hair  was  a fairly  straightforward  one  when 
Microsporum  audouinii  and  canis  were  the  pri- 
mary pathogens.  Obvious  areas  of  alopecia,  scal- 
ing, and  fluorescence  under  the  Woods  lamp  as 
well  as  kerion  formation  were  all  part  of  the 
picture.  Today,  a new  pathogen,  Trichophyton 
tonsurans,  has  become  responsible  for  tinea  capi- 
tis in  children  and  some  adults.  Mild  seborrheic 
scaling  which  fails  to  respond  to  the  use  of  anti- 
seborrheic  measures  and  only  a modest  degree 
of  alopecia  characterize  this  nonfluorescent  scalp 
ringworm.  Repeated  scrapings  of  the  scaling 
areas  for  microscopic  examination  and  culture 
as  well  as  a high  index  of  suspicion  are  required 
for  diagnosis.  Close  examination  of  family  mem- 
bers, particularly  other  children  and  adult  wom- 
en, should  be  performed  when  the  diagnosis  is 
made. 

While  considering  fungal  disease  of  the  skin, 
one  must  mention  ketoconazole,  a second  gener- 
ation oral  antifungal  agent  which,  unlike  griseo- 
fulvin,  has  a broad  spectrum  of  action,  being 
active  not  only  against  dermatophytes  and  can- 

Dr.  Schetman  is  the  Chief  of  the  Section  of  Dermatology  at 
The  Wilmington  Medical  Center. 


dida  but  also  histoplasmosis  and  coccidioidomy- 
cosis. In  dermatology,  its  prime  use  will  be  in 
cases  of  chronic  mucocutaneous  candidiasis, 
griseofulvin  resistant  generalized  tinea  corporis, 
and  in  individuals  allergic  to  griseofulvin.  Hepa- 
totoxicity  and  death  from  massive  hepatic  ne- 
crosis have  been  reported  in  a small  but  growing 
number  of  patients,  especially  women.  It  also 
has  shown  antiandrogenic  effects,  myalgia  and 
alopecia.  Relapses  after  discontinuance  of  the 
drug  have  been  noted,  especially  in  cases  of  tinea 
pedis  and  unguium,  generalized  tinea,  and 
chronic  mucocutaneous  candidiasis.  Hence,  se- 
lectivity in  its  use  and  frequent  monitoring  of 
liver  function  studies  are  indicated. 

The  recent  availability  of  acyclovir,  a topical 
agent  effective  against  the  herpes  simplex  virus, 
comes  at  a time  when  there  is  heightened  inter- 
est and  near  hysteria  among  the  lay  population 
in  regard  to  this  disease.  The  area  of  effective- 
ness of  acyclovir  lies  in  the  treatment  of  primary 
herpes  simplex  and  in  recurrent  herpetic  infec- 
tion in  the  immuno-suppressed  patient.  An  oral 
and  parenteral  form  will  soon  be  available  for 
use  in  cases  of  systemic  herpetic  infection  and 
possibly  for  generalized  zoster.  Unfortunately, 
at  present,  there  is  no  evidence  of  effectiveness 
of  acyclovir  in  the  entity  which  is  most  frequently 
seen,  ie,  recurrent  herpes  simplex  in  the  nonim- 
muno-compromised  individual. 

The  use  of  antimalarial  drugs  in  low  dosage 
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has  been  found  to  be  a relatively  safe  and  effec- 
tive therapy  for  porphyria  cutanea  tarda.  Both 
clinical  and  laboratory  findings  improve  with 
this  therapy.  The  duration  of  therapy  is  variable 
and  may  require  12  to  18  months  of  treatment 
to  induce  a remission.  Phlebotomy  is  still  con- 
sidered by  many  to  be  the  treatment  of  choice 
with  the  removal  of  500  cc  once  or  twice  weekly 
until  the  hemoglobin  decreases  to  10  to  11  g 
or  the  serum  iron  reaches  50  to  60  mg  per  100  cc. 
A combination  of  three  or  four  phlebotomies  pre- 
ceding the  institution  of  antimalarial  therapy  may 
prove  to  be  the  ideal  form  of  therapy,  the  phle- 
botomies serving  to  limit  the  hepatotoxicity  of 
the  antimalarial  drug. 

A new  disorder  of  porphyrin  metabolism,  ery- 
thropoietic protoporphyria,  has  been  described. 
This  hereditary  disorder  manifests  a severe  de- 
gree of  photosensitivity  during  childhood  with 
the  development  of  pruritic  and  burning  papules 
and  wheals  on  sun  exposure  and  the  later  de- 
velopment of  hepato-biliary  disease.  The  dis- 
order is  diagnosed  by  the  finding  of  an  increase 
in  red  cell  protoporphyrin.  Betacarotene  in 
doses  of  60  to  180  mg/d  has  been  used  to  reduce 
the  sun  sensitivity  of  these  individuals. 

The  last  decade  has  shown  a marked  change 
in  the  therapy  of  acne  vulgaris.  Benzoyl  peroxide 
gels,  topical  antibiotics,  and  topical  transretinoic 
acid  were  all  introduced  during  this  period  of 
time.  Now,  a new  systemic  preparation,  cis- 
retinoic  acid,  has  been  introduced  for  treatment 
of  severe  nodulo-cystic  acne.  Though  expensive 
and  associated  with  many  side  effects  including 
elevation  of  serum  triglycerides,  this  drug  will 
prove  to  be  a boon  to  those  who  suffer  with  this 
form  of  acne,  which  disfigures  the  skin  and  the 
psyche.  Cis-retinoic  acid  is  useful  in  many  forms 
of  ichthyosis,  Darier’s  disease,  lichen  planus,  and 
pityriasis  rubra  pilaris.  Unlike  its  effect  in  acne, 
however,  improvement  is  maintained  only  as 
long  as  therapy  continues.  The  dosage  for  effec- 
tive therapy  in  these  conditions  is  considerably 
higher  and  side  effects  are  therefore  more  fre- 
quent. The  general  feeling  is  that  we  are  just 
entering  the  era  of  the  retinoids  and  newer  and 
more  effective  derivatives  are  being  developed 
for  those  disorders  which  are  now  untreatable  or, 
at  best,  only  poorly  treatable. 


Mycosis  fungoides,  a helper  “T”  cell  cutaneous 
lymphoma,  has  been  the  subject  of  continuing 
interest  both  as  to  therapy  and  pathogenesis. 
Topical  therapy  with  nitrogen  mustard  and 
photochemotherapy  utilizing  oral  or  topical  psor- 
alens and  ultraviolet  light,  (the  latter  combina- 
tion often  referred  to  as  PUVA),  have  been  em- 
ployed for  the  therapy  of  early  mycosis  fungoides. 
Unfortunately,  despite  hopes  to  the  contrary, 
remission  rather  than  cure  has  been  achieved. 
Through  research  using  monoclonal  antibodies 
against  the  malignant  “T”  cell,  it  has  been  sug- 
gested that  perhaps  one  of  the  causes  for  the 
inability  to  cure  early  mycosis  fungoides  is  that 
the  disease  becomes  disseminated  much  earlier 
than  we  currently  believe.  These  same  mono- 
clonal antibodies  when  joined  with  specific 
chemotherapeutic  agents  may  prove  to  be  the 
most  effective  therapy  yet  found  for  mycosis 
fungoides — a “magic  bullet.” 

The  use  of  PUVA  has  been  extremely  helpful 
in  the  treatment  of  psoriasis,  especially  the  dif- 
ficult pustular  form  of  the  palms  and  soles.  The 
simplicity  and  inherent  lack  of  stain  and  odor 
of  this  modality  have  led  to  its  increasing  popu- 
larity. Though  initially  thought  to  be  effective 
in  achieving  long-term  remissions  in  psoriasis,  it 
now  appears  that  weekly  or  biweekly  mainten- 
ance therapy  is  required.  Long  term  PUVA  is 
associated  with  marked  aging  of  the  skin  as  well 
as  the  development  of  skin  cancers  in  a frequency 
significantly  greater  than  that  found  in  the  nor- 
mal population. 

The  improvement  in  diagnostic  laboratory 
tools  has  been  most  impressive  and  can  be  typi- 
fied by  the  use  of  direct  and  indirect  immuno- 
fluorescence for  the  diagnosis  of  the  blistering 
diseases  and  collagen  disease.  In  the  blistering 
disease  pemphigus,  indirect  immunofluorescence 
is  not  only  a diagnostic  tool  but  variations  in  its 
titers  can  be  used  to  predict  changes  in  the  ac- 
tivity of  the  disease  before  such  changes  are 
clinically  evident.  The  technique  is  being  per- 
formed in  an  ever  increasing  number  of  medical 
facilities  and  with  the  development  of  better 
holding  solutions,  specimens  of  tissue  as  well 
as  serum  can  be  sent  for  examination  from  even 
the  most  remote  areas. 

Dr.  Wallace  Clark  developed  histopathologic 
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prognostic  criteria  based  on  the  anatomical  depth 
of  melanoma  penetration  in  the  skin.  This  tech- 
nique was  refined  by  Dr.  Alexander  Breslow  who 
determined  the  depth  of  cutaneous  tumor  infiltra- 
tion using  ocular  microscopy.  With  these  tech- 
niques, we  can  now  predict  those  patients  who 

I are  at  high  risk  and  require  lymph  node  dissec- 
tion as  well  as  those  whose  disease  requires  only 
reasonable  local  excision. 

Recently,  we  have  been  presented  with  further 
evidence  of  the  importance  of  the  host/parasite 
relationship.  In  the  United  States,  Kaposi’s  hemor- 
rhagic sarcoma  is  a well-known  disorder  primarily 
of  elderly  individuals  of  Mediterranean  or  Jewish 
ancestry  which  manifests  itself  in  the  form  of 
purplish-red  nodules  or  plaques  primarily  in- 
volving the  lower  extremities.  The  disease  usu- 
ally follows  a slowly  progressive  course.  In  the 
past  two  years,  a clinical  and  morphologic  vari- 
ant of  this  disorder  has  been  described  in  male 
homosexuals.  The  lesions  occur  anywhere  on 
the  body  and  tend  to  follow  the  skin  lines  on  the 
trunk  much  as  pityriasis  rosea  does.  The  lesions 


are  initially  macular  and  faint  pink.  There  is  a 
high  frequency  of  association  of  the  disease  with 
Pneumocystis  carinii  pneumonia,  antibodies  to 
cytomegalo  virus  and  HLA  DR5  and  DB6  mark- 
ers. This  disease  tends  to  run  a rapidly  fatal 
course.  These  individuals  are  immunologically 
depressed  with  a decrease  in  “helper”  T cells. 
Theories  as  to  the  cause  of  the  immunosuppres- 
sion are  numerous  and  vary  from  chronic  anti- 
genic stimulation  from  cytomegalo  virus  infec- 
tion to  the  use  of  amyl  and  butyl  nitrates  as 
“recreational”  drugs. 

These  are  just  a few  of  the  changes  and  de- 
velopments we  have  seen  in  the  specialty  of 
dermatology  during  the  last  ten  years.  Because 
of  space,  no  mention  has  been  made  of  the  use 
of  zinc  in  acrodermatitis  enteropathica,  therapy 
of  atypical  mycobacterial  infections,  eosinophilic 
fasciitis  or  the  various  subsets  of  systemic  lupus 
erythematosis.  It  would  be  interesting  to  con- 
sider all  of  these  entities  and  therapies  ten  years 
from  now  and  see  how  they  have  been  able  to 
stand  the  test  of  time. 
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The  AMA  Announces... 

20  NEW  PATIENT 
MEDICATION 
INSTRUCTION  SHEETS 


Now  there  are  40  PMIs  available  to  help 
your  patients  understand  more  about 
the  drugs  you  prescribe  for  them. 


THE  AMA  PATIENT  MEDICATION 
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yet  may  significantly  strengthen  your  profes- 
sional relationship  with  your  patients,  enhano 
patient  compliance  in  the  use  of  drugs,  and 
decrease  adverse  reactions. 

Simplified  drug  information. 
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motion,  PMIs  do  not  list  all  reported  rare 
adverse  reactions. 
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BOOK  REVIEWS 

Continued  from  page  364 

COMPLICATIONS  IN  ANESTHESIOLOGY,  edited 
by  Fredrick  K.  Orkin,  M.D.,  and  Lee  H.  Cooper- 
man,  M.D.,  J.  B.  Lippincott  Company,  Philadel- 
phia, 1983.  765  pp.  Price  $95.00. 

This  text  represents  a major  effort  to  look  at 
and  review  the  almost  endless  list  of  possible 
anesthetic  complications  in  an  orderly  and.  com- 
prehensive fashion.  The  editors  and  authors  are 
to  be  highly  commended  for  the  result  they 
have  achieved. 

The  book  consists  of  13  parts.  The  first  two 
relate  to  general  and  preoperative  considerations. 
Part  three  is  a review  of  regional  anesthetic 
techniques  and  their  complications.  The  next 


six  sections  of  the  book  cover  the  major  organ 
systems,  namely  the  respiratory,  cardiovascular, 
neural,  renal,  and  gastrointestinal  systems.  Part 
nine  covers  topics  relating  to  the  blood,  and  part 
ten  deals  with  various  aspects  of  obstetrical 
anesthesia.  The  three  remaining  divisions  of  the 
book  are  devoted  to  special  techniques,  iatro- 
genic complications,  and  hazards  to  the  anes- 
thesiologist. 

As  is  noted  in  the  preface,  rarely  is  an  anes- 
thetic administered  as  a therapeutic  modality. 
Rather,  its  goal  is  to  enable  another  therapy, 
surgery,  to  be  performed.  Hence,  an  anesthetic 
exposes  a patient  to  many  complications  while 
offering  no  therapy  in  and  of  itself. 

The  text  is  very  well  organized  in  terms  of 
complications  based  on  organ  systems.  On  the 
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other  hand,  this  very  organization  necessitates 
that  information  on  specific  drugs  and  condi- 
tions be  spread  out  in  a number  of  chapters 
because  of  the  many  organ  systems  affected. 
Some  topics  are  also  difficult  to  categorize.  For 
example,  the  well-written  chapter  on  “Compli- 
cations associated  with  the  use  of  muscle  re- 
laxants”  is  included  in  the  part  on  “Special 
Techniques.”  While  these  everyday  drugs  have 
specific  uses,  I don’t  think  that  they  are  part  of 
a special  techniques  group  as  are  extracorporeal 
circulation  and  deliberate  hypotension. 

The  book  is  written  in  a very  readable,  straight- 
forward style  and  is  typeset  in  large,  easy-to-read 
print.  The  diagrams  and  pictures  are  also  quite 
clear,  and  I found  them  to  be  particularly  help- 
ful in  the  chapter  on  “Positioning  Trauma.” 
Here,  the  sketches  graphically  illustrate  how 
nerve  damage  can  easily  occur  in  an  improperly 
positioned  patient. 


Each  chapter  is  well  referenced,  and  the  or-  I 
ganization  of  the  book  helps  prevent  much  of  | 
the  repetitiveness  that  often  occurs  with  multi-  j 
authored  texts. 

1 

Overall,  I feel  that  this  is  an  excellent  book 
in  many  respects.  Its  major  drawback  is  its 
price.  Considering  the  wealth  of  information 
it  contains,  however,  the  book  would  be  a valu- 
able addition  to  any  clinician’s  library. 

Richard  N.  Hindin,  M.D. 
vi  sa 

NONINVASIVE  CARDIOVASCULAR  DIAGNOSIS, 

2nd  edition,  edited  by  Edward  B.  Diethrich,  M.D., 
PSG  Publishing  Company,  Inc.,  Littleton,  Massa- 
chusetts, 1981.  Illus.  Price  $59.50. 

This  is  the  second  edition  of  this  textbook, 
which  outlines  procedures,  instrumentation,  and 
applications  of  a variety  of  noninvasive  tech- 
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niques.  It  demonstrates  that  tremendous  ad- 
vances have  been  made  in  this  area,  and  consists 
of  sections  concerned  with  noninvasive  diagnosis 
of  cerebrovascular,  peripheral  vascular,  and  coro- 
nary vascular  disease. 

The  format  consists  of  the  presentation  of  an 
analytic  technique,  the  materials  and  methods 
used,  and  a discussion  of  the  results.  Conclusions 
are  also  drawn  regarding  the  applicability  of  the 
method  to  various  patient  populations,  the  ac- 
curacy of  the  technique,  and  how  it  may  be 
combined  with  other  studies  to  increase  diag- 
nostic yield.  Contributions  from  multiple  dis- 
ciplines facilitate  an  objective  analysis  of  each 
study.  The  book  is  also  replete  with  excellent 
visual  aids. 

The  book  provides  the  clinician  with  a superb 
reference  text  on  noninvasive  diagnosis  of  the 
vascular  system,  assisting  the  physician  to  keep 


abreast  in  an  area  where  rapidly  evolving  tech- 
nology is  a constant  challenge. 

Gregory  Halenda 

Mr.  Halenda  is  a third-year  medical  student  at  Jefferson  Medical 
College. 

« ^ & 

CURRENT  OBSTETRIC  AND  GYNECOLOGIC  DIAG- 
NOSIS AND  TREATMENT,  4th  edition,  edited  by 
Ralph  C.  Benson,  M.D.,  Lange  Medical  Publica- 
tions, Los  Altos,  California,  1982.  1038  pp.  Ulus. 
Price  $25.00. 

This  volume  is  a soft  cover  low  cost  review 
text  in  obstetrics  and  gynecology  which  is  very 
well  organized,  thorough,  and  highly  recom- 
mended as  an  addition  to  any  clinician’s  book- 
shelf. The  text  is  variable  with  respect  to  con- 


Come  meet  our  people. 


they’re 

only 

human. 


With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we  re  all  human,  and  we  understand. 


Visit  any  of  our  convenient  banking  offices. . . 
Wilmington  658-6881  • Dover  674-3214 


HRTISflnS' 

sovinos  BHnh 

658-6881  • In  Dover  Call  674-3214 


9th  & Tatnall  Sis  . Wilmington  - Concord  Mall 
fciember  F D I C Midway,  Polly  Drummond,  & Graylyn  Crest 
Shopping  Centers  ■ Dover.  Del 


1=1 

I OliAl  HOUSING 


376 


Del  Med  Jrl,  June  1983 — Vol  55,  No  6 


I 'Summary.  Consult  the  package  literature  for  prescribing 
nation 

ations  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in  the 
nent  ot  the  following  infections  when  caused  by  susceptible 
(i!(  is  of  the  designated  microorganisms 

i wer  respiratory  infections,  including  pneumonia  caused  by 

|j  :u/ococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
unzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Impropriate  culture  and  susceptibility  studies  should  be  performed 
I [ntermine  susceptibility  of  the  causative  organism  to  Ceclor. 

vindication:  Ceclor  is  contraindicated  in  patients  with  known 
>j 1 * * * * '^y  to  the  cephalosporin  group  of  antibiotics, 
jiings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
OIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
; , Ml  CAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
1 1 ARGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
1 K THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
' (CTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
Hb  SSES. 

fijl  mtibiotics.  including  Ceclor,  should  be  administered  cautiously  to 
I'j  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
ugs 

ill  seudomembranous  colitis  has  been  reported  with  virtually  all 
i id-spectrum  antibiotics  (including  macrolides,  semisynthetic 
] icillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
nagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
I : of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 

I threatening. 

reatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
'!  ne  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 

I I cate  that  a toxin  produced  by  Clostridium  dilhcile  is  one  primary 
se  of  antibiotic-associated  colitis. 

•J  dild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
continuance  alone.  In  moderate  to  severe  cases,  management 
| iuld  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
I d,  electrolyte,  and  protein  supplementation.  When  the  colitis  does 
i;|  improve  after  the  drug  has  been  discontinued , or  when  it  is 
' I ere,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
il  i.ociated  pseudomembranous  colitis  produced  byC  difficile  Other 
j ises  of  colitis  should  be  ruled  out. 

i icautions:  General  Precautions — If  an  allergic  reaction  to  Ceclor 
l!j  curs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
I ient  should  be  treated  with  appropriate  agents,  eg  .pressor 
j lines,  antihistamines,  or  corticosteroids. 

I Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nsusceptible  organisms.  Careful  observation  of  the  patient  is 
hsential.  If  superinfection  occurs  during  therapy,  appropriate 
iasures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
| ih  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
| :nsfusion  cross-matching  procedures  when  antiglobulin  tests  are 
1 1 rformed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
' lose  mothers  have  received  cephalosporin  antibiotics  before 
urturition.  it  should  be  recognized  that  a positive  Coombs'  test  may 
1 due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
arkedly  impaired  renal  function.  Under  such  conditions,  careful 
mical  observation  and  laboratory  studies  should  be  made  because 
ife  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  tor 
ucose  in  the  urine  may  occur.  This  has  been  observed  with 
I enedict  s and  Fehlmg’s  solutions  and  also  with  Clinitest®  tablets  but 
I;  at  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
|:  dividuals  with  a history  of  gastrointestinal  disease,  particularly 
i olitis 

!i  Usage  in  Pregnancy— Pregnancy  Category  8— Reproduction 
1 tudies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
te  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
ose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
ie  fetus  due  to  Ceclor.  There  are,  however,  no  adequate  and 
veil-controlled  studies  in  pregnant  women  Because  animal 
eproduction  studies  are  not  always  predictive  of  human  response, 
his  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— Small  amounts  of  Ceclor  have  been  detected  in 
nother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0.21,  and  0.16  mcg/ml  at  two,  three, 
our,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


hour  The  effect  on  nursing  infants  is  not  known.  Caution  should  be 
exercised  when  Ceclor"  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman. 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely.  , . 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  m 50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients). 

Causal  Relationship  Uncertain— Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic— Slight  elevations  of  SCOT,  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R) 


• Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  or  H influenzae. " 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information. 
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tent  and  quality  because  of  the  multiple  authors, 
but  a strong  editing  influence  seems  to  have 
tempered  effectively  this  ever  present  problem. 
All  chapters  are  broken  into  small  segments 
which  are  organized  in  an  outline  format  with 
frequent  bold  headings.  This  results  in  easy 
readability  and  rapid  referencing  of  a specific 
topic.  Each  chapter  is  concluded  with  a long 
list  of  current  references  which  in  many  cases 
are  arranged  according  to  subject. 

One  of  the  strongest  selling  points  of  this  vol- 
ume is  the  excellent  illustration.  Also  numerous 
tables,  photomicrographs,  gross  pathology  pic- 
tures, diagrams  and  flow  charts  greatly  enhance 
the  usefulness  of  this  volume  as  a basic  reference 
text. 

In  summary,  it  is  safe  to  conclude  that  this 
book  would  make  a useful  addition  to  the  book- 
shelf of  anyone  from  medical  student  to  pro- 
fessor. It  appears  to  provide  thorough,  very 
well  organized  information  on  current  obstetric 
and  gynecologic  practice. 

Dennis  Sheehe 

Mr.  Sheehe  is  a fourth  year  medical  student  at  Jefferson  Medical 
College. 


THE  1982  YEARBOOK  OF  ENDOCRINOLOGY, 
edited  by  Theodore  B.  Schwartz,  M.D.,  and  Will 
G.  Ryan,  M.D.,  Year  Book  Medical  Publishers,  | 
Chicago,  Illinois,  1982.  425  pp.  Illus.  Price  $35.50. 

This  is  one  of  the  yearbook  subspecialty  series, 
in  this  case  reviewing  the  primary  literature  for 
important  papers  in  endocrinology.  Most  of  the 
references  are  from  1981.  Almost  400  articles 
are  reviewed,  perhaps  only  half  of  which  would 
have  been  previously  seen  by  even  the  most  en- 
thusiastic clinician  regularly  reading  basic  in- 
ternal medicine  and  endocrinology  journals.  The 
reviews  are  succinct  and  informative,  occasion- 
ally including  key  graphs  or  illustrations  from 
the  articles.  A helpful  feature  from  past  volumes, 
a listing  of  review  articles  in  all  the  major  areas 
of  endocrinology,  is  not  continued  in  the  present 
edition.  Review  articles  are  only  listed  for  car- 
bohydrates and  calcium  metabolism.  This  is  a 
serious  deficiency,  since  these  articles  are  fre- 
quently more  useful  to  the  clinician  than  are  the 
original  primary  literature. 

This  book  remains  a useful  tool  for  subspe- 
cialists in  endocrinology  and  metabolic  diseases. 

William  L.  Jaffee,  M.D. 
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In  Brief 


Impaired  Physician 
Program 

Colleagues 
in  the  News 


Seminar  on  Water 
Related 
Emergencies 


National 
Committee  on 
the  Child 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 

Arthur  W.  Colburn,  M.D.,  of  Wilmington,  has  been  appointed  by  the  American 
College  of  Cardiology’s  Board  of  Trustees  to  serve  on  the  ACP’s  Board  of  Gov- 
ernors for  a three-year  term.  One  of  the  Board’s  major  responsibilities  is  to 
review  and  approve  applications  for  Fellowship  in  the  College. 


Arlo  John  Courier,  M.D.,  and  Edward  M.  Goldenberg,  M.D.,  both  of  Wilming- 
ton, were  elected  to  Fellowship  in  the  American  College  of  Physicians  at  the 
College’s  1983  Annual  Session  in  San  Francisco.  Drs.  Courter  and  Goldenberg 
were  among  718  physicians  across  the  country  elected  to  the  ACP  this  year. 


O.  J.  Poliak,  M.D.,  of  Dover,  is  one  of  the  editors  of  the  recently  published 
Monographs  on  Atherosclerosis,  Volume  XI,  Lipoprotein  Precipitation.  This 
volume  brings  together  the  literature  on  serum  lipoprotein  analysis  by  precipita- 
tion methods,  serving  as  a practical  guide  to  all  currently  available  precipitation 
methods. 

CLINICAL  MEETINGS  AND  NOTICES 


The  New  Castle  County  Community  Emergency  Medical  Services  Council  will  hold  its  fourth 
annual  seminar  on  EMERC.ENCY  MEDICINE  for  interested  professional,  volunteer,  and 
related  personnel  on  June  26  in  Delaware  City,  Delaware.  The  program  will  focus  on  water 
related  emergencies,  including  air  decompression,  air  emboli,  scuba  pressure  accidents,  div- 
ing injuries,  dangerous  and  poisonous  animals  in  and  around  Delaware  waters,  fresh  and 
salt  water  drowning,  resuscitation,  cold  water  rescue,  hypothermia,  and  water  safety.  Lec- 
tures and  indoor  demonstrations  will  be  restricted  to  registrants,  but  outside  demonstrations 
will  be  open  to  the  public.  Registration  fee  is  $18  in  advance  or  $23  the  day  of  the  seminar. 
Qualified  participants  will  receive  certification  for  levels  of  care  and  proficiency  in  the  use 
of  certain  equipment.  Contact:  Joan  VanHorn,  R.N.,  Newark  Emergency  Room,  Newark, 
Delaware  19711.  Telephone:  (302)  738-4300. 


The  American  Medical  Association  is  sponsoring  a conference  entitled  NATIONAL  COM- 
MITTEE ON  THE  CHILD  September  8-10,  1983,  in  Chicago.  The  purpose  of  this  con- 
ference is  to  focus  on  the  role  of  the  physician  in  the  prevention  and  treatment  of  common 
health  problems  in  children  that  are  behavior  related,  including  sexual  abuse  of  children, 
depression,  teenage  sexuality  ( contraception,  pregnancy,  sexually  transmitted  diseases ) , drug 
and  alcohol  abuse,  suicide,  and  homicide.  Contact:  Janice  Hutchinson,  M.D.,  American 
Medical  Association,  535  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312)  751- 
6000. 
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In  Brief 


NIH  Consensus  a Consensus  Development  Conference  on  THE  TREATMENT  OF  HYPERTRIGLYCERI. 

Development  DEMIA  will  be  held  at  the  National  Institutes  of  Health  in  Bethesda,  Maryland,  September 

Conference  27-29,  1983.  Discussion  will  center  on  evidence  associating  hypertriglyceridemia  with  dis- 
ease, which  patients  should  be  considered  for  therapy,  guidelines  for  dietary  and  drug  therapy 
and  what  these  means  of  treatment  can  achieve  in  hypertriglyeeridemic  patients,  and  sug- 
gestions for  the  direction  of  future  research.  Contact:  Mr.  Peter  Murphy,  Prospect  Associates, 
2115  East  Jefferson  Street,  Suite  401,  Bethesda,  Maryland  20852.  Telephone:  (301)  468-6555. 


AAFP  35th  The  35th  ANNUAL  AAFP  CONVENTION  will  be  held  October  8-13,  1983,  in  Miami  Beach. 

Annua!  The  Congress  of  Delegates  will  convene  October  8-10.  The  Scientific  Assembly,  scheduled 
Convention  for  October  10-13,  will  consist  of  lectures  on  subjects  ranging  from  premalignant  skin  dis- 
orders to  acute  myocardial  infarction,  and  demonstrations  on  the  latest  techniques  in  treating 
dislocations,  setting  fractures  and  taping  and  strapping  athletic  injuries.  Research  paper 
presentations,  additional  CME  features,  and  scientific  exhibits  will  also  be  featured  during 
the  Scientific  Assembly.  In  addition,  the  Convention  will  have  a program  for  spouses  and 
entertainment  such  as  dancing  to  Woody  Herman’s  Band.  For  an  additional  fee,  a weekend 
bus  trip  excursion  to  Walt  Disney  World  and  the  Epcot  Center  will  be  available  after  the 
Convention  closes.  Participation  throughout  the  three-and-one-half  day  Assembly  earns  hour- 
for-hour  Prescribed  AAFP  credits.  Contact:  American  Academy  of  Family  Physicians,  1740 
West  92nd  Street,  Kansas  City,  Missouri  64114.  Telephone  (toll-free):  1-800-812-2512. 


Update  on  The  Pacific  Medical  Center  in  San  Francisco  is  sponsoring  a seminar  entitled  UPDATE  ON 

Clinical  Allergy  CLINICAL  ALLERGY  on  October  28,  1983,  at  the  Presbyterian  Hospital  in  San  Francisco. 

The  program  is  designed  for  the  full-time  family  practitioner,  internist,  pediatrician,  otolaryn- 
gologist, or  allergist  interested  in  increasng  his/her  understanding  of  the  diagnosis  and 

treatment  of  allergic  disease.  The  seminar  will  provide  practical  information  on  the  man- 

agement of  these  problems,  with  emphasis  on  the  ambulatory  patient  seen  in  office  practice. 
Emphasis  will  be  placed  on  selecting  the  test,  assay,  treatment  of  choice,  according  to  the 
advantages  and  disadvantages  of  various  options.  Participants  will  qualify  for  seven  hours  in 
Category  I of  the  Physician’s  Recognition  Award.  The  registration  fee  is  $120  for  physicians 
and  $50  for  students  and  fellows  in  training.  Contact:  Continuing  Education,  Pacific  Medical 
Center,  P.O.  Box  7999,  San  Francisco,  California  94229.  Telephone:  (415)  263-4321. 
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HMO  OF  DELAWARE -A  COMPETITOR 

Beginning  August  1st  of  this  year,  the  physicians  of  Northern  Delaware, 
primary  physicians  in  particular,  will  be  faced  with  their  first  experience  of 
competition  in  the  medical  marketplace.  The  current  collective  wisdom  of  health 
planners  is  that  competition  in  the  marketplace  will  temper  rapidly  rising  medical 
costs.  Whether  this  will  be  true  in  the  long  run  remains  to  be  seen. 

It  seems  appropriate  at  this  time  to  consider  the  impact  of  the  HMO  of 
Delaware  on  the  primary  care  physicians — generalists,  family  practitioners,  pedia- 
tricians, and  internists.  There  is  no  question  that  all  of  us  will  feel  the  effect, 
but  the  effect  can  be  tempered  by  our  own  attitudes  and  performance.  Rather 
than  looking  at  the  HMO  of  Delaware  as  a potential  disaster  to  the  medical 
community,  we  should  look  at  it  as  a challenge  to  reawaken  us  to  the  fact  that 
in  many  instances  what  we  have  taken  for  granted  for  many  years  is  no  longer 
so.  We  can  no  longer  assume  an  unlimited  supply  of  patients.  We  need  to 
realize  that  from  the  moment  of  initial  contact  with  patients  we  should  be 
sensitive  to  their  needs,  courteous  in  our  ways,  and  fully  cognizant  that  we 
should  offer  the  best  medical  care  in  the  most  reasonable  way  possible. 

I do  not  believe  that  satisfied  patients  will  opt  to  change  to  a program  that 
offers  no  choice.  Are  you  and  your  office  up  to  this  challenge? 


Ignatius  J.  Tikellis,  M.D. 


Del  Med  Jrl,  July  1983 — Vol  55,  No  7 


389 


You've  demonstrated  concern  for 
health  care  cost  (and  the  health 
care  consumer),  by  taking  the 
initiative  to  communicate  with  your 
membership  to  contain  physician 
fees,  therefore,  you  deserve  a lot 
of  credit 


Medical  Society  of  Delaware  and 
members  who  voluntarily  agreed, 

we  congratulate  you! 


Blue  Cross 
Blue  Shield 

of  Delaware 


This  message  of  appreciation  is  from 
Blue  Cross  Blue  Shield  of  Delaware. 


elaware 

%dtxd  flomal 
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DIFFERENTIAL  DIAGNOSIS 
POLYCYTHEMIAS 


Polycythemia,  the  traditional  designation  for 
erythrocytosis,  is  characterized  by  an  increase 
above  normal  in  the  hematocrit  level,  53%  in 
males  and  51%  in  females.14  Such  an  increase 
is  regularly  associated  with  an  increase  in  red 
blood  cell  count  and  hemoglobin  concentration. 
Since  the  clinical  manifestations  of  polycythemia 
are  primarily  related  to  the  mechanical  effects 
of  a high  hematocrit  such  as  whole  blood  hyper- 
viscosity,5 the  hematocrit  is  the  most  appropriate 
gauge  of  the  severity  of  polycythemia. 

Polycythemia  can  be  divided  into  relative  or 
absolute  according  to  the  size  of  the  red  cell 
mass.1-4  (Figure  1)  Relative  polycythemia  is 
caused  by  a contraction  of  the  plasma  volume 

Dr.  Erslev  is  Professor  of  Medicine,  Director  of  the  Cardeza 
Foundation  for  Hematologic  Research,  Thomas  Jefferson  Medical 
College,  Philadelphia. 

Dr.  Caro  is  Associate  Professor  of  Medicine,  Cardeza  Founda- 
tion for  Hematologic  Research,  Thomas  Jefferson  Medical  College, 
Philadelphia. 

This  paper  is  an  adaptation  of  a presentation  given  at  the  Dela- 
ware Academy  of  Medicine  in  October  1982. 


OF  THE 


Allan  J.  Erslev,  M.D. 
Jaime  G.  Caro,  M.D. 


and  can  not  be  considered  a red  cell  disorder. 
Although  a normal  or  reduced  red  cell  mass  is 
a sine  qua  non  for  this  diagnosis,  the  dehydrat- 
ing cause  for  a reduction  in  plasma  volume  is 
usually  obvious  and  it  is  rarely  necessary  to  meas- 
ure the  red  cell  mass  directly.  However,  in 
some  asymptomatic  patients  with  high  hema- 
tocrit, the  demonstration  of  a normal  red  cell 
mass  may  lead  to  further  investigation  and  pos- 
sibly reveal  overlooked  ingestion  of  diuretics  or 
dehydrating  chain  smoking,  or  merely  result  in 
a frustrating  diagnosis  of  stress  or  spurious  poly- 
cythemia (Gaisbach’s  disease). 

Absolute  polycythemia  is  characterized  by  an 
expanded  red  cell  mass.  When  the  hematocrit 
is  above  60%,  the  actual  determination  of  the 
size  of  the  red  cell  mass  is  felt  by  some  to  be 
superfluous  since  a dehydration  severe  enough  to 
cause  such  an  elevation  in  hematocrit  is  rarely 
overlooked.  Nevertheless,  it  is  an  easy  test  to 
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DEHYDRATION 


STRESS-SPURIOUS-TOBACCO 
POLYCYTHEMIA  VERA 


ERYTHREMIA 


ALTITUDE 
CARDIOPULMONARY 
ABNORMAL  HGB 
TOBACCO 


RENAL  CYSTS  OR  TUMORS 
RENAL  REMNANTS 
EXTRARENAL  TUMORS 
ESSENTIAL  ERYTHROCYTOSIS 


FIGURE  1 

Differential  diagnosis  of  the  polycythemias. 

EPO— erythropoietin 
HCT— hematocrit 


carry  out  and  it  gives  a better  measure  of  the 
severity  of  the  polycythemia  since  in  the  face  of 
continued  red  cell  overproduction  the  hema- 
tocrit rises  slower  than  the  red  cell  mass.  Un- 
fortunately, the  size  of  the  red  cell  mass  is  diffi- 
cult to  express  accurately.  It  is  usually  ex- 
pressed in  ml  per  kg  body  weight;  however, 
obesity  may  cause  a considerable  uncertainty 
when  expressed  in  this  manner  since  fatty  tissue 
contributes  kg  but  is  relatively  avascular.  To 
express  the  red  cell  mass  in  terms  of  both  weight 
and  body  surface  or  in  terms  of  computed  lean 
body  weight  is  more  meaningful  but  is  an  un- 
necessary refinement  in  people  with  normal  body 
build. 

An  enlarged  red  cell  mass  is  invariably  caused 
by  a sustained  increase  in  the  normal  rate  of 
red  cell  production,  either  autonomous  as  in 
primary  polycythemia  or  reactive  as  in  secondary 
polycythemia.  Primary  polycythemia  is  a myelo- 
proliferation  disorder  usually  involving  progeni- 
tors of  red  cells,  granulocytes,  and  platelets  as 


in  polvcythemia  vera  (PV);  however,  in  rare 
cases  it  may  involve  onlv  progenitors  of  red 
cells  as  in  erythremia.  For  years,  it  was  sus- 
pected to  represent  a neoplastic,  unrestrained 
overgrowth  of  marrow  tissue,  a suspicion  sup- 
ported recently  by  the  finding  that  all  hemo- 
poietic cells  are  the  progeny  of  a single  abnormal 
stem  cell  clone.6  Furthermore,  it  has  been  shown 
that  the  abnormal  progeny  are  truly  autonomous 
and  proliferate  both  in  vitro  and  in  vivo  in  the 
absence  of  normal  stimulating  factors  such  as 
erythropoietin.7 

Secondary  polycythemia  on  the  other  hand 
is  the  physiologic  response  to  an  increased  pro- 
duction of  erythropoietin.  This  increase  can 
be  appropriate  as  a response  to  tissue  hypoxia 
and  merely  represents  an  adjustment  in  one  of 
the  feedback  circuits  which  control  oxygen  de- 
livery to  the  tissues.  (Figure  2)  An  adjustment 
severe  enough  to  produce  a symptomatic  increase 
in  hematocrit  and  red  cell  mass  is  observed  sec- 
ondary to  altitude  exposure,  cardiopulmonary  dis- 
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FIGURE  2 

Feedback  circuit  controlling  red  cell  delivery  of  oxygen  to  the  tissues. 


ease,  or  increased  affinity  of  hemoglobin  for  oxy- 
gen. An  increase  in  affinity  can  in  turn  be  caused 
by  a genetic  hemoglobinopathy  or  more  common- 
ly by  exposure  to  a hemoglobin  ligand  such  as 
carbon  monoxide  in  heavy  smokers.8  Erythro- 
poietin production  also  can  be  inappropriate  as 
in  patients  with  neoplastic  or  cystic  disorders  of 
the  kidney  or,  in  rare  cases,  in  patients  with  cer- 
tain hepatic  or  cerebellar  tumors.  Another  ex- 
ample is  posttransplantation  erythrocytosis,  which 
occurs  in  about  10%  of  renal  transplantation 
patients.  In  this  case,  the  source  of  erythro- 
poietin is  the  remnant  kidney  which  continues  to 
produce  small  amounts  of  erythropoietin  even 
after  the  transplanted  kidney  has  normalized  the 
azothemia  and  hematocrit.9 

The  diagnostic  differentiation  between  poly- 
cythemia vera  and  secondary  polycythemia  is 
rarely  a problem.  As  a guide,  the  Polycythemia 
Vera  Study  Group  has  provided  some  useful 
criteria  for  PV.  (Table  1)  These  criteria  com- 
bined with  a careful  medical  workup  usually 
provide  the  necessary  diagnostic  clues.  How- 
ever, erythremia  and  essential  erythrocytosis,  pos- 


POLYCYTHEMIA  VERA 
DIAGNOSTIC  REQUIREMENTS 


A : RED  CELL  MASS : ♦ 

B:  ARTERIAL  p02:  N 

C:  SPLEEN:  f 

1 : WBC  ♦ 

2:  PLATELETS:  I 

3 : L . A . P . ♦ 


TABLE  1 

Diagnostic  criteria  for  polycythemia  vera  (The 
Polycythemia  Vera  Study  Group).  The  diagnosis 
is  established  if  A,  B,  and  C are  present  or  if 
A and  B are  present  with  any  two  of  1,2,  3,  or  4. 
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FIGURE  3 

Plasma  erythropoietin  (EPO)  titers  of  normals, 
patients  with  anemia  uncomplicated  by  renal 
disease  or  chronic  infection  or  inflammatory  dis- 
ease and  patients  with  polycythemia  vera. 


siblv  secondary  to  renal  vascular  malformation, 
may  not  provide  any  diagnostic  clues,  and  it 
becomes  necessary  to  rely  on  plasma  erythro- 
poietin titers.  (Figure  3)  Fortunately,  these 
provide  a good  separation  between  primary 
and  secondary  polycythemia  (Figure  4)10;  it  is 
only  the  laboriousness  of  the  assay  which  pre- 
vents it  from  being  the  principal  diagnostic  test 
in  all  polycythemias. 

In  vitro  studies  showing  autonomous  red  cell 
production  in  bone  marrow  cultures  from  pa- 
tients with  primary  polycythemia  (Figure  5) 
may  also  be  of  diagnostic  value  but  are  still  not 
perfected  enough  for  general  diagnostic  studies. 

A diagnostic  identification  of  the  polycythemia 
is  of  course  crucial  since  management  and  prog- 
nosis differ  widely.  In  secondary  polycythemia, 


management  depends  on  the  underlying  disorder 
and  the  polycythemia  per  se  is  only  treated  if 
the  high  hematocrit  causes  concern.  Unfortun- 
ately, there  are  no  good  guidelines  as  to  an  op- 
timal hematocrit  for  patients  with  tissue  hypoxia 
and  phlebotomies  need  to  be  guided  by  close 
clinical  observation.5 

Polycythemia  vera,  on  the  other  hand,  often 
needs  more  active  therapeutic  intervention.  Ele- 
vated hematocrits  should  be  reduced  in  order  to 
sustain  optimal  blood  flow  to  the  tissues.  Phle- 
botomies, which  eventually  produce  a reduction 
in  blood  formation  due  to  iron  deficiency,  are 
generally  accepted  as  the  safest  treatment  and 
should  be  the  initial  treatment  of  choice.  How- 
ever, under  certain  circumstances,  such  as  a 
need  for  phlebotomies  at  an  unacceptable  fre- 
quency (eg,  venesection  alone  does  not  result 
in  sufficient  decrease  in  hemoglobin  and  hema- 


PROVED  OR 
91 I9PFCTED 


FIGURE  4 

Erythropoietin  titers  in  normals,  patients  with 
established  PV  and  patients  suspected  of  having 
secondary  polycythemia.  It  seems  likely  that  the 
few  of  these  latter  patients  with  low  titers  actu- 
ally have  polycythemia  vera  or  erythremia. 
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FIGURE  5 

The  response  to  erythropoietin  of  bone  marrow  cultures  obtained  from 
normals  and  from  patients  with  polycythemia  vera.  It  appears  that 
erythroid  colony  formation  in  marrow  from  normals  depend  on  the  pres- 
ence of  erythropoietin  while  colony  formation  in  marrow  from  patients 
with  polycythemia  vera  at  least  in  part  is  autonomous  (Redrawn  from 
Eaves  and  Eaves6). 


tocrit  for  sufficiently  protracted  periods  of  time ) , 
thrombocytosis  greater  than  a million,  marked 
splenomegaly,  or  thrombotic  events,  a more  in- 
vasive myelosuppression  is  needed.  The  alky- 
lating agents,  especially  busulfan  and  cyclophos- 
phamide, are  effective  and  have  few  immediate 
side  effects.  However,  they  are  potentially  leu- 
kemogenic11  especially  when  given  in  a long- 
term maintenance  program  and  probably  should 
be  given  only  in  short  intermittent  courses.12 
Radioactive  phosphorous  (32p)  has  a venerable 
reputation  as  being  well  tolerated  and  very 
effective.  Its  leukemogenic  effect  is  similar  to 
that  of  the  alkylating  agents,  and  it  too  should 
be  given  only  intermittently  with  long  intervals. 
Hydroxy-urea,  an  antimetabolite,  has  a brief 
action  and  needs  to  be  given  almost  continually; 
fortunately  it  has  no  known  leukemogenic  effect. 

Although  the  choice  of  treatment  for  polycy- 
themia vera  demands  well  informed  judgment, 
PV  is,  in  general,  easily  managed  for  many  years. 


Eventually,  however,  myelofibrosis  or  leukemia 
ensues  and  raises  new  and  much  more  difficult 
problems  as  to  the  best  terminal  management. 
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The  Line  of  Credit 

A Personal  Line  of  Credit,  from  $50,000  to 
$1,000,000,  is  designed  specifically  to  ac- 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


YOU,  YOUR  AMA,  AND  JCAH 

There  has  been  considerable  controversy  in 
the  last  eight  months  concerning  proposed  re- 
vision of  standards  used  by  the  Joint  Commission 
of  Accreditation  of  Hospitals  (JCAH).  In  Feb- 
ruary 1983,  the  AMA’s  views  on  these  revisions 
were  circulated  to  members  for  their  review. 
The  reaction  to  this  was  immediate  and  emo- 
tional. The  result  was  that  the  AMA  Board  of 
Trustees  confirmed  an  action  taken  in  March  by 
the  AMA  commissioners  to  the  JCAH. 

This  action  outlined  a set  of  principles  for  in- 
clusion in  future  drafts  of  the  Medical  Staff 
Chapter  of  the  “Accreditation  Manual  for  Hos- 
pitals.” The  principles  are: 

1.  Continue  the  use  of  the  term  “Medical  Staff” 
in  the  title  of  the  chapter  and  throughout 
the  Accreditation  Manual. 

2.  Delete  references  to  dentists,  podiatrists, 
oral  surgeons,  and  other  limited-license 
practitioners  in  the  Medical  Staff  Chapter. 

3.  Ensure  access  for  limited-licensed  practi- 
tioners. 

4.  Require  greater  than  a simple  majority  of 
fully  licensed  physicians  on  the  Medical 
Staff  Executive  Committee  in  acute-care 
general  hospitals. 

5.  Provide  for  exceptions  to  Item  4 in  other 
hospitals. 

6.  Ensure  that  all  hospitalized  patients  receive 
the  same  standard  of  care  through  appropri- 
ate language  relating  to  admissions  and  the 


responsibility  for  the  medical  care  of  pa- 
tients. 

At  its  meeting  of  March  27,  the  JCAH  Stand- 
ards and  Survey  Procedures  Committee  instruc- 
ted JCAH  staff  to  draft  standards  language  for 
principles  similar  to  those  approved  by  the  AMA 
Board  of  Trustees.  No  final  action  on  the  medi- 
cal staff  standards  is  expected  before  the  August 
meeting  of  the  JCAH  Board  of  Commissioners, 
with  publication  of  the  1984  “Accreditation  Man- 
ual for  Hospital”  scheduled  for  October  1983. 

Throughout  the  remainder  of  the  standards 
revision  process,  the  AMA  will  continue  to  strive 
for  the  development  of  standards  that  provide 
for  quality  patient  care,  are  flexible,  meet  the 
needs  of  physicians  and  hospitals,  and  recognize 
the  legal  aspect  of  standard-setting  activities. 
Other  members  of  the  JCAH  include  the  Ameri- 
can College  of  Physicians,  the  American  College 
of  Surgeons,  the  American  Dental  Association, 
the  American  Hospital  Association,  and  one 
public  member.  The  entire  matter  is  of  im- 
portance to  physicians  in  general,  because  of  the 
effect  that  standards  revision  will  have  on  the 
relationship  between  physicians  and  other  health 
care  professionals  who  are  employed  by  or  ac- 
tive in  hospitals.  The  AMA  is  the  largest  repre- 
sentative body  of  physicians  on  the  JCAH  Board 
of  Commissioners,  and  will  continue  to  attempt 
to  represent  its  members’  views  on  this  matter 
while  remaining  mindful  of  the  substantial  anti- 
trust implications  of  this  process. 

Roger  B.  Thomas,  Jr.,  M.D. 

AMA  Delegate  for  Delaware 
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TOWARDS  BEHAVIORAL  MEDICINE: 
PSYCHIATRIC  TRAINING  IN  THE  80s 

Ten  years  ago,  I wrote  an  editorial  for  the 
American  Journal  of  Psijchiatry  in  which  I indi- 
cated that  I felt  that  psychiatrists  should  spend 
most  of  their  time  with  the  seriously  mentally 
ill  and  that  they  should  be  sharing  the  treat- 
ment of  neurotic  illness  with  other  mental  health 
professionals.1  It  now  appears  to  me  that  we 
should  go  further.  Psychiatrists  should  be  spend- 
ing a great  deal  of  time  in  developing  the  spe- 
cialty of  behavioral  medicine. 

Behavioral  medicine  represents  a new  way  of 
conceptualizing  evaluation  and  rehabilitation  of 
a medical  population  and  represents  a specializa- 
tion of  psychiatrists’  time  with  a medical,  surgi- 
cal, or  pediatric  population.  It  probably  also 
means  more  time  spent  in  hospitals  working  with 
other  medical  specialties.  From  the  point  of 
view  of  evaluation,  behavioral  medicine  looks  at 
patients  with  medical,  pediatric,  and  surgical 
problems  who  also  have  a behavioral  disorder. 
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An  extensive  workup  is  usually  indicated,  using 
biological  tests,  psychological  assessment,  and 
assessment  of  social  parameters  such  as  work, 
social  relationships,  and  leisure  time.  The  work- 
up is  conducted  by  psychiatrists,  nurses,  psychol- 
ogists, and  social  workers,  and  an  attempt  is 
made  to  analyze  the  behavioral  disorder  as  well 
as  the  medical,  pediatric,  or  surgical  problems. 

From  the  point  of  view  of  rehabilitation,  be- 
havioral medicine  focuses  on  the  ward,  the  clinic, 
and  the  community.  At  a ward  level,  behavioral 
medicine  offers  ways  of  developing  a milieu  on 
medical,  surgical,  and  pediatric  units  that  is  re- 
sponsive to  the  psychosocial  needs  of  patients, 
their  fears,  expectations,  their  family’s  concerns, 
etc.  The  utilization  of  patient  groups,  family 
nights,  and  a therapeutic  milieu  is  now  indicated 
as  opposed  to  the  isolated  single  room  or  semi- 
private room  approach  most  hospitals  presently 
use.  Behavioral  medicine  can  offer  nurses  care 
plans  that  are  specific  for  each  patient  on  their 
unit. 

Through  the  use  of  psychometric  testing,  par- 
ticularly the  Minnesota  Multiphase  Personality 
Index  (MMPI),  specific  personality  types  can  be 
identified  so  nurses  can  have  an  early  familiarity 
with  which  patients  are  going  to  be  noncompli- 
ant  to  medications,  will  be  major  behavior  prob- 
lems, will  have  difficulty  in  following  orders,  etc. 
From  the  point  of  view  of  clinics,  behavioral 
medicine  offers  the  patient  who  has  vague  medi- 
cal complaints  a way  out  of  the  expensive  utiliza- 
tion of  medical,  surgical,  and  pediatric  services. 
These  patients  are  usually  hypochondriacal, 
somatization  disorder  patients,  or  chronic  psy- 
chotic patients  with  somatic  delusions.  They 
need  to  be  weaned  from  the  expensive  medical 
care  system,  which  also  provides  very  little  in 
terms  of  social  support,  into  a social  rehabilita- 
tion program  that  will  help  them  focus  on  their 
needs,  occupational,  and  leisure  time  activities, 
and  help  them  develop  stable  and  more  suppor- 
tive relationships.  We  are  currently  doing  a 
study  at  The  Wilmington  Medical  Center  to 
assess  the  cost  benefit  of  moving  patients  from 
a medical  clinic  into  a more  social  rehabilitative 
model,  as  well  as  assessing  the  effect  on  patients 
in  terms  of  decreased  symptoms  and  quality  of 
life. 
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In  the  community,  behavioral  medicine  focuses 
on  providing  rehabilitative  programs  to  medical 
populations  with  high  prevalence  of  psychopath- 
ology. These  include  the  geriatric,  the  mentally 
retarded,  and  the  physically  handicapped.  Be- 
havioral medicine,  therefore,  represents  a further 
shift  of  psychiatry  from  its  focus  of  the  50s  on 
neurotic  illness,  to  the  enduring  concerns  with 
psychotic  illness,  as  well  as  to  a much  greater 
emphasis  on  the  psychosocial  needs  and  primary, 
secondary,  and  tertiary  prevention  of  psychiatric 
disorders  in  medical  populations. 

Work  has  already  been  done  in  the  areas  of 
cancer  patients  and  adolescents,  but  much  more 
needs  to  be  accomplished.  It  is  my  feeling  that 
behavioral  medicine  represents  the  shift  that 
psychiatry  should  take  in  the  80s.  It  fits  in  with 
the  need  of  psychiatry  to  move  back  towards 
medicine,  to  make  more  psychiatrists  gravitate 
towards  the  hospital  and  towards  increased 
medical  identification. 

Psychosocial  therapies  are  an  area  that  should 
be  shared  by  competent  mental  health  specialists, 
including  psychologists,  social  workers,  and 
nurses.  I believe  there  needs  to  be  an  interdis- 
ciplinary accreditation  board,  to  provide  stand- 
ards for  knowledge  and  skills.  There  may  be 
considerable  consternation  at  and  disagreement 
with  this  point  of  view;  I certainly  hope  that 
fruitful  discussion  is  generated  by  this  editorial. 

David  E.  Raskin,  M.D. 

Dr.  Raskin  is  Director  of  the  Department  of  Psychiatry  at  The 
Wilmington  Medical  Center. 
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DIET  THERAPY  IN  DIABETICS: 

A NEW  OLD  IDEA 

From  the  time  that  diet  was  recognized  to  be 
important  in  the  treatment  of  diabetes,  avoid- 
ance of  carbohydrate  was  strongly  emphasized. 
In  fact,  before  the  availability  of  insulin,  the 
ingestion  of  a diet  consisting  entirely  of  protein 
and  fat  was  often  recommended  as  the  only  way 
of  prolonging  fife  for  a short  while.  Rather  re- 
cently, the  official  dietary  canon  recommended 
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by  the  American  Diabetes  Association  has  been 
revised  to  emphasize  lower  fat  and  consequendy 
higher  carbohydrates,  especially  complex  carbo- 
hydrates in  the  form  of  starches,  with  restrictions 
only  of  free  carbohydrate  such  as  sugar. 

Most  recently,  physicians  concerned  with  the 
lowering  of  blood  sugar  in  diabetes,  especially 
Type  II,  the  maturity  onset  type,  recommend  the 
inclusion  in  the  diet  of  more  fiber,  a substance 
mainly  found  in  complex  carbohydrate  food- 
stuffs, such  as  whole  grains. 

I am  repeatedly  struck  by  how  there  is  so 
little  truly  new  in  medicine.  Our  diagnostic 
gadgets  change  (and  in  recent  years  so  much 
for  the  better  as  they  have  been  less  invasive  of 
the  patient,  albeit  usually  simultaneously  enor- 
mously more  expensive),  but  therapeutic  recom- 
mendations still  tend  to  follow  a pendulum.  Phy- 
sicians interested  in  medical  history  are  thus 


regularly  treated  to  a reiteration  of  the  maxim: 
Plus  ca  change,  plus  c’est  la  meme  chose. 

Now  that  diabetes  is  recognized  to  be  an  ex- 
tremely frequent  disease,  it  is  rather  incredible 
to  think  that  in  the  Delaivare  Medical  Journal 
in  February  1913,  Dr.  William  Fitch  of  New 
York  invited  physicians  in  Delaware  to  send  him 
a postcard  revealing  the  details  of  every  dia- 
betic patient  under  their  care.  Dr.  Fitch  was 
particularly  interested  in  confirming  the  state- 
ment by  Von  Noorden,  (whose  identity  I have 
been  unable  to  ascertain),  that  “the  best  treat- 
ment for  the  diabetic  is  the  food  containing  the 
greatest  amount  of  starch  which  the  patient  can 
bear  without  harm.” 

In  this  instance,  it  has  taken  about  70  years 
for  the  pendulum  of  therapy  to  turn  and  reverse 
its  direction. 

Bernadine  Z.  Paulshock,  M.D. 
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INVITATION  TO  EXHIBIT 

194th  ANNUAL  MEETING 

MEDICAL  SOCIETY  OF  DELAWARE 


Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  duPont  in  Wilmington,  November  19,  1983,  will  be  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space.  The  fee  for  exhibit  space  is  $175.  All  booths  are 
6 feet  wide  and  2V*  feet  deep. 

Mail  application  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  1 9806.  Deadline  for  filing  applications  is  August  1 , 1 983. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

194th  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  duPont,  Wilmington,  Delaware 
November  19,  1983 

1.  Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

4.  Check  for  $175  is  enclosed 

I will  mail  my  check  by  August  1 , 1 983 

Name 


Address 
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MEDLAB  is  pleased  to  announce 
the  opening  of  a new  patient 
service  branch  located  in  Lindell 
Square,  Suite  16,  1601  Milltown 
Road,  Wilmington,  Delaware 
19808. 

The  full  range  of  six  Medlab 
services  are  offered  including 
microbiology/virology,  blood 
chemistry,  histology,  cytology, 
hematology  and  toxicology. 
Virtually  any  test  performed 
routinely  in  the  United  States  is 
available  through  Medlab. 


The  new  Lindell  Square  office 
joins  our  Van  Buren  Street 
location  as  a patient  collection 
facility.  Medlab's  four  other 
locations  are  complete  working 
laboratories.  Therefore,  if  you 
require  stat  testing,  time  will  be 
saved  by  sending  patients  who 
live  or  work  in  that  area  to  our 
Pike  Creek  or  Newark  location. 
No  appointments  are  necessary 
for  routine  testing.  Your  patients 
will  be  treated  in  a courteous, 
friendly  manner  as  they  are  at  all 
Medlab  locations. 

LINDELL  SQUARE  HOURS: 

8:30  AM  - 5:00  PM 
Monday  through  Friday 
PHONE:  998-7340 
Ample  free  parking  is  available 


Pike  Creek  Center  994-5764 

Augustine  Cut-Off  655-4445 

1805  Foulk  Road  478-3228 

Kelway  Plaza,  Newark  731-0244 
1411  N.  Van  Buren 
Street  655-7480 

New  1601  Milltown  Road, 

Suite  16  998-7340 


UPDATE:  PEPTIC  ULCER  DISEASE 


Robert  S.  Fisher,  M.D. 


Introduction 

An  ulcer  refers  to  a denudation  of  cells  from 
the  mucosa  of  the  gastrointestinal  tract  penetrat- 
ing through  the  epithelial  layer,  through  the 
lamina  propria  at  least  to  the  depth  of  the  mus- 
cularis  mucosa.  More  superficial  lesions  are 
called  erosions.  The  adjective  peptic  is  used  to 
describe  an  ulcer  when  peptic  proteolysis  is 
thought  to  be  important  in  its  development.  Ul- 
cers occur  most  commonly  in  the  duodenal  bulb 
and  the  stomach;  however,  ulcers  in  the  esopha- 
gus and  postbulbar  portion  of  the  duodenum  are 
not  unusual.  On  rare  occasions,  ulcers  may  be 
found  in  a Meckel’s  diverticulum,  presumably 
due  to  the  presence  of  ectopic  gastric  mucosal 
cells,  which  are  capable  of  secreting  acid  and 
pepsin. 

In  the  United  States,  approximately  three  to 
four  million  patients  with  peptic  ulcer  disease 
are  seen  by  physicians  annually.  These  patients 
account  for  up  to  14  million  office  visits;  an 
estimated  three  to  four  million  additional  pa- 
tients with  peptic  ulcers  self-medicate  themselves 
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without  seeing  a physician.  More  than  400,000 
patients  are  hospitalized  annually  because  of 
peptic  ulcer  disease  resulting  in  over  four  million 
hospital  inpatient  days,  more  than  9,000  opera- 
tions, and  more  than  130,000  patient  deaths.1 
The  economic  impact  of  these  figures  is  huge. 
Loss  of  income,  cost  of  medications,  and  cost 
of  hospitalizations  have  been  estimated  to  exceed 
$4  billion  annually. 

Etiology  of  Peptic  Ulcer  Disease 

Various  abnormalities  may  manifest  them- 
selves as  ulcers.  Neither  gastric  nor  duodenal 
ulcers  represent  a homogeneous  group  of  ab- 
normalities. Ulcers  may  result  from  different 
processes;  the  etiology  of  ulceration  is  multifac- 
torial.2 (Table  1)  Aggressive  factors  (acid, 
pepsin,  bile  salts,  and  pancreatic  enzymes)  are 
capable  of  damaging  the  mucosa  directly.  De- 
fensive factors  (mucus  disturbance,  bicarbonate 
deficiency,  mucosal  defect,  and  blood  supply) 
result  in  mucosal  damage.  Miscellaneous  factors 
( drug-induced,  genetic  factors,  psychovisceral 
axis,  and  autoimmune  factors)  are  neither  spe- 
cifically aggressive  nor  defensive. 

Acid 

With  few  exceptions,  benign  ulcers  do  not 
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occur  in  the  presence  of  absolute  achlorhydria. 
Acid  is  secreted  by  the  parietal  cells  within  the 
fundus  and  corpus  of  the  stomach.  In  the 
normal  stomach,  approximately  one  billion  parie- 
tal cells  are  present  with  a maximum  acid  secre- 
tory capacity  of  20  to  30  mEq/h  of  acid.  In 
patients  with  duodenal  ulcer,  several  abnormali- 
ties have  been  reported  which  may  result  in  a 
high  acid  load  in  the  duodenum.  The  number 
of  parietal  cells  (approximately  1.6  billion)  and 
the  release  of  gastrin  after  a physiologic  stimulus 
may  be  increased  as  is  the  acid  secretory  response 
to  gastrin.  The  inhibitory  factors  which  modu- 
late gastric  acid  secretion  and  gastrin  release  are 
diminished.  For  example,  in  patients  with  du- 
odenal ulcers,  acid  secretion  is  less  inhibited 


TABLE  1 

TREATMENT  OF  PEPTIC  ULCER  DISEASE 

Diminish  Acid  Secretion 

Sedatives  and/or  tranquilizers  (?) 
Anticholinergic  agents 
Histamine  Ho-receptor  antagonists 
Prostaglandins* 

Pirenzepine* 

Neutralize  Acid  After  Secretion 
Antacids 

Diminish  Pepsinogen  Secretion 

Sedatives  and/or  tranquilizers  (?) 
Anticholinergic  agents 
Histamine  Ho-receptor  antagonists 
Prostaglandins* 

Decrease  Pepsin  Activity 
Direct  action 
Sucralfate 

Sulfated  polysaccharide* 
Indirect  (ie,  decrease  acidity) 
Antacid 

Ho-receptor  antagonists 

Enhance  Mucosal  Defense 
Sucralfate 

Bismuth-containing  agents* 
Prostaglandins* 

Licorice  extracts* 

*Not  released  in  U.S. 


when  fat  and  amino  acids  are  present  in  the 
duodenum.  It  has  been  suggested  that  the  re- 
lease of  secretin,  which  controls  pancreatic  bi- 
carbonate secretion,  may  be  decreased  in  pa- 
tients with  duodenal  ulcer.  Even  the  delivery 
of  the  acidic  gastric  contents  into  the  duodenum 
may  be  accelerated  in  patients  with  duodenal 
ulcer;  accelerated  emptying  rates  for  both  liquids 
and  solids  have  been  reported.  In  patients  with 
gastric  ulcer,  acid  secretory  rates  are  either  nor- 
mal or  suppressed.  Routine  gastric  analysis  has 
a limited  clinical  application  due  to  the  overlap 
in  the  results  of  acid  secretory  rates  between 
normal  subjects  and  patients  with  either  gastric 
or  duodenal  ulcers.  Occasionally,  gastric  analysis 
may  be  helpful  in  making  diagnoses  of  gastri- 
noma or  malignant  gastric  ulcer  by  showing  in- 
creased acid  secretion  or  absolute  achlorhydria, 
respectively. 

Pepsin 

Pepsinogens  are  secreted  by  the  chief  cells 
within  the  stomach  as  inactive  zymogens.  Sev- 
eral subsets  of  pepsinogens  have  been  demon- 
strated in  the  blood,  urine,  and  gastric  juice. 
Acid  is  necessary  to  convert  inactive  pepsinogen 
to  pepsins  capable  of  peptic  proteolysis,  which 
may  be  important  in  the  development  of  most 
duodenal  and  gastric  ulcers.  Peptic  activity  is 
maximal  at  an  intraluminal  pH  of  approximately 
2.0,  and  absent  when  the  pH  is  greater  than  5.0. 
Abnormalities  in  the  synthesis,  release,  or  me- 
tabolism of  pepsins  may  be  important  in  the 
pathogenesis  of  some  peptic  ulcers.  Increased 
secretion  of  pepsinogens  has  recently  been  des- 
cribed in  some  families  with  a genetic  tendency 
to  develop  duodenal  ulcers. 

Bile  Salts 

Enterogastric  reflux  of  small  bowel  contents 
has  been  described  in  patients  with  gastric  ulcer. 
Some  have  suggested  that  the  gastric  mucosa 
may  be  damaged  by  the  misplaced  duodenal 
juice.  Of  the  various  components  of  duodenal 
juice,  the  most  likely  to  be  toxic  to  the  gastric 
mucosa  are  the  bile  salts  which  can  damage  the 
gastric  mucosal  barrier  to  hydrogen  ion  back 
diffusion.  Whether  it  is  the  quantity,  concen- 
tration, or  chemical  structure  of  the  bile  salts 
which  mediates  this  deleterious  effect  has  not 
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been  established.  There  must  be  some  factor 
in  the  stomach  which  predisposes  the  gastric 
mucosa  to  bile  salt-mediated  damage.  In  con- 
trast, bile  salts  are  present  normally  within  the 
duodenal  bulb  regardless  of  ulcer  status. 

Pancreatic  Enzymes 

In  addition  to  bile  salts,  an  incompetent  py- 
lorus allows  reflux  of  excessive  quantities  of  pan- 
creatic enzymes  into  the  stomach.  The  pancreas 
secretes  a mixture  of  amylytic,  lipolytic,  and  pro- 
teolytic enzymes.  In  general,  their  role  in  the 
development  of  ulcers  has  not  been  studied. 

Mucus 

Mucus  is  secreted  by  gastrointestinal  mucosal 
cells  extending  from  the  stomach  to  the  rectum. 
The  glycoprotein  constituents  of  mucus,  which 
swell  upon  contact  with  water,  provide  an  un- 
stirred mucus  gel  layer  of  finite  thickness  ad- 
jacent to  the  mucosa.  It  has  been  postulated 
that  mucus  functions  in  mucosal  defense  by 
mechanically  slowing  the  diffusion  of  luminal 
hydrochloric  acid  into  the  mucosa  and  of  se- 
creted mucosal  bicarbonate  into  the  bulk  phase 
of  the  lumen.  Normally,  luminal  hydrochloric 
acid  is  neutralized  by  mucosal  bicarbonate  with- 
in this  unstirred  mucus  gel  layer.  Ulcers  may 
occur  when  decreased  quantities  of  mucus  are 
secreted,  or  when  abnormal  malfunctioning 
mucus  is  synthesized. 

Bicarbonate  Deficiency 

Decreased  duodenal  bicarbonate  has  been 
reported  in  patients  with  duodenal  ulcer.  Since 
the  pancreatic  secretory  response  to  exogenous 
secretin  is  normal,  abnormalities  in  secretin  syn- 
thesis or  release  have  been  postulated.  Pan- 
creatic bicarbonate  secretion  may  be  reduced 
by  smoking  tobacco.  The  possibilities  that  other 
peptide  hormones  may  be  important  in  the  patho- 
genesis of  ulcers  or  that  other  mechanisms  of 
pancreatic  stimulation  may  be  disturbed  have 
not  been  tested.  Current  methodology  does  not 
allow  quantitative  evaluation  of  mucosal  bicar- 
bonate secretion. 

Mucosal  Defect 

Little  is  known  about  the  specific  intrinsic 
mechanisms  which  protect  the  gastric  and  du- 


odenal mucosae  from  auto-digestion.  It  is 
possible  that  intrinsic  structural  abnormalities 
that  predispose  to  ulcer  formation  may  be  im- 
portant in  some  patients.  Abnormalities  of  sialic 
acid  content  have  been  reported. 

Blood  Supply 

The  mucosal  blood  flow  may  be  an  important 
factor  in  the  pathogenesis  of  erosions  and  ulcers. 
The  areas  of  highest  ulcer  occurrence,  the  duod- 
enal bulb  and  the  lesser  curvature  of  the  gastric 
antrum,  have  the  poorest  collateral  circulation. 
Furthermore,  experimental  erosions  are  inevi- 
tably preceded  by  blanching  of  the  mucosal  sur- 
face, a finding  consistent  with  diminished  local 
mucosal  blood  flow.  An  increase  of  fibrin-de- 
gradation  products  has  been  reported  in  the 
venous  effluent  draining  areas  of  ulceration.  Al- 
though consistent  with  occlusions  of  the  local 
microvasculature,  a cause-and-effect  relationship 
between  micro-occlusions  and  ulceration  has  not 
been  established. 

Miscellaneous  Factors 

Among  the  miscellaneous  causes  of  erosions 
and  ulcer  are  several  pharmacological  agents  such 
as  salicylates,  corticosteroids,  and  other  non- 
steroidal anti-inflammatory  agents.  Although  it 
is  likely  that  these  substances  contribute  to  de- 
velopment of  erosions,  there  is  little  evidence  for 
true  ulcer  formation,  except  in  the  case  of  salicy- 
lates. It  is  probably  incorrect  to  use  peptic  to 
describe  these  lesions.  Prostaglandin  inhibition 
may  be  a common  mechanism  in  the  production 
of  drug-induced  mucosal  damage.  As  already 
mentioned,  genetic  factors  may  be  important 
in  the  development  of  some  peptic  ulcers;3  fa- 
milial predisposition  to  peptic  ulceration  is  well 
documented.  In  addition,  the  association  of  du- 
odenal ulcer  with  blood  group  O and  nonsecre- 
tory  status  has  been  reported.  Serum  concentra- 
tions of  pepsinogen  may  be  increased  in  family 
members  of  patients  with  duodenal  ulcer  and 
elevated  serum  pepsinogen  concentrations. 

Psychovisceral  malfunction  probably  contrib- 
utes to  the  development  of  some  ulcers;  however, 
it  is  unlikely  that  psychological  factors  alone  are 
responsible  for  ulcer  formation.  Various  studies 
have  demonstrated  an  association  between  ulcer 
formation  and  increased  dependency  needs  and/ 
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or  diminished  ability  to  express  hostility.  The 
relationships  between  anxiety  and  gastric  acid 
secretion  depend  upon  the  cause  of  the  anxiety. 
For  example,  during  the  Nazi  blitzkrieg  over 
London  in  1940,  an  increased  incidence  of  per- 
forated ulcers  was  noted.  Autoimmune  factors 
have  received  little  attention  in  discussions  of 
peptic  ulcer  disease.  Nevertheless,  increased 
concentrations  of  circulating  parietal  cell  anti- 
bodies have  been  reported  in  patients  with  gas- 
tritis and  gastric  ulcer;  whether  these  antibodies 
are  the  cause  or  the  effect  of  the  mucosal  dam- 
age has  not  been  resolved.  An  increased  inci- 
dence of  peptic  ulcers  has  been  noted  in  some 
diseases  associated  with  autoimmune  abnormali- 
ties, most  notably  rheumatoid  arthritis  and 
Crohn’s  disease. 

Clinical  Presentation  of  Peptic  Ulcers 

The  major  symptom  associated  with  peptic 
ulcer  disease  is  pain.4  5 Usually,  this  pain  is 
located  in  the  midepigastrium;  on  occasion,  it 
may  be  localized  to  a space  the  size  of  a quarter, 
but  more  typically  it  is  diffuse.  Sometimes  the 
pain  of  a duodenal  ulcer  may  be  perceived  to 
the  right  of  the  midline,  or  that  of  a gastric  ulcer, 
to  the  left.  Ulcer  pain  is  typically  gnawing, 
dull-aching,  or  burning.  Sometimes  the  symp- 
toms are  vague  such  as  a hungry  or  empty  feel- 
ing; nausea  and/or  dyspeptic  symptoms  are  not 
unusual.  Ulcer  pain  which  radiates  through  to 
the  lower  back  suggests  contiguity  with  the  pan- 
creas; pain  in  the  right  or  left  upper  quadrants 
of  the  abdomen  suggests  contiguity  with  the 
gallbladder  or  spleen.  On  occasion,  the  pain 
may  radiate  into  the  chest  mimicking  coronary 
artery  disease.  The  pain  of  peptic  ulcer  may 
have  a rhythmicity,  with  food  ingestion  being  its 
major  determinant.  The  typical  food-pain  cycle 
is  as  follows:  food  ingestion  is  followed  at  some 
time  interval  by  pain  which  either  persists  until 
the  next  meal  is  eaten  or  subsides  spontaneously. 
The  interval  between  food  ingestion  and  the 
onset  of  pain  is  generally  shorter  for  gastric  ulcer. 
The  food-pain  cycle  may  occur  with  all  meals  or 
only  after  ingestion  of  specific  dietary  compon- 
ents. Ulcer  pain  may  also  exhibit  a periodicity. 
Usually,  peptic  ulcers  are  self-limiting  unless 
some  complication  occurs.  Most  ulcers  heal  en- 
doscopically  and/or  radiographically  within  six 


to  eight  weeks  with  symptomatic  relief  occurring 
much  sooner. 

Recurrence  is  the  rule;  recurrence  rates  as  high 
as  80%  have  been  reported  within  one  year  of 
healing.  An  association  between  ulcer  recur- 
rence and  season  of  the  year  has  been  reported, 
with  ulcer  occurrence  or  reactivation  highest 
during  the  spring  and  autumn  seasons.  The 
severity  of  pain  from  an  ulcer  may  be  related  to 
its  size  and  depth,  but  most  importantly  to  the 
pain  threshold  of  the  patient. 

The  complications  of  peptic  ulcer  disease  may 
affect  its  symptoms  and  signs.  In  general,  upper 
gastrointestinal  hemorrhage  diminishes  the  pain 
of  peptic  ulcer.  The  mechanism  for  this  effect 
may  be  buffering  of  acid  by  fresh  blood.  Hemor- 
rhage may  manifest  itself  by  hematemesis; 
melena;  and,  in  the  case  of  rapid  intestinal 
transit,  hematochezia;  or  the  only  evidence  for 
hemorrhage  may  be  the  weakness  and  fatigue 
associated  with  an  iron  deficiency  anemia.  Evi- 
dence for  gastrointestinal  blood  loss  may  be 
limited  to  a positive  test  for  occult  blood  in  the 
stool.  If  an  ulcer  perforates,  the  pain  becomes 
intractable  and  is  usually  associated  with  signs 
of  peritonitis,  including  a rigid  abdomen,  re- 
bound tenderness,  an  absence  of  bowel  sounds. 
Fever  and  leukocytosis  are  common;  and  “free 
air”  on  abdominal  radiographs  usually  provides 
confirmatory  evidence  of  perforation. 

The  most  common  cause  of  obstruction  in  peptic 
ulcer  disease  is  a duodenal  ulcer  which  mechani- 
cally obstructs  the  gastric  outlet.  On  occasion, 
a gastric  ulcer  may  disrupt  normal  myoelectric 
activity  of  the  stomach  resulting  in  a functional 
gastroparesis.  These  patients  may  present  to  the 
physician  with  complaints  of  postprandial  vomit- 
ing, epigastric  pain,  and  early  satiety;  marked 
abdominal  distention  and  a succession  splash 
may  be  found  on  physical  examination.  Persis- 
tent vomiting  may  produce  electrolyte  imbalance 
in  some  patients. 

In  most  patients,  the  symptoms  of  peptic  ulcer 
resolve  within  days  to  weeks  of  initiation  of 
treatment.  When  resolution  does  not  occur,  a 
complication  must  be  suspected.  Each  compli- 
cation of  peptic  ulcer  disease  may  be  considered 
as  an  indication  for  surgery  in  selected  situations. 
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In  general,  it  is  difficult  to  differentiate  gastric 
ulcers  from  duodenal  ulcers  by  history  or  physi- 
cal examination. 

Diagnostic  Evaluation  of  Peptic  Ulcer 

Upper  Gastrointestinal  Roentgenography 

Upper  gastrointestinal  roentgenography  using 
barium  remains  the  initial  procedure  of  choice  in 
patients  being  evaluated  for  peptic  ulcer  dis- 
ease.07 The  exception  is  the  patient  who  pre- 
sents with  evidence  suggesting  a massive  acute 
upper  gastrointestinal  hemorrhage.  In  this  situ- 
ation, the  need  for  angiographic  diagnosis  of  a 
bleeding  site  must  be  considered  before  intro- 
ducing barium  into  the  gastrointestinal  tract  as 
barium  studies  may  prevent  angiographic  ex- 
aminations for  two  to  three  days.  In  gastric  ulcer, 
the  major  concern  diagnostically  is  to  differen- 
tiate a benign  gastric  ulcer  from  an  ulcerated 
gastric  cancer.  In  up  to  80%  of  gastric  ulcers 
this  differentiation  can  be  made  using  single 
contrast  roentgenography  alone;  and  with  newer 
double  contrast  techniques,  the  ability  of  the 
radiologist  to  make  this  distinction  should  be 
improved.  In  patients  with  duodenal  ulcer,  the 
major  diagnostic  dilemma  is  to  distinguish  be- 
tween a scarred  duodenal  bulb  and  an  active 
ulcer  crater. 

Endoscopy 

Using  a flexible  fiberoptic  endoscope,  the  gas- 
troenterologist is  able  to  examine  the  esophageal, 
gastric,  and  duodenal  mucosae  under  direct  vi- 
sion. In  the  case  of  gastric  ulceration,  the  dis- 
tinction between  benignity  and  malignancy  can 
be  made  with  98%  accuracy  if  visual  inspection 
is  combined  with  transendoscopic  biopsy  and 
brush  cytology.  Since  the  incidence  of  malig- 
nancy is  very  low  in  the  duodenum,  endoscopy 
is  employed  in  patients  with  duodenal  ulcer  only 
when  symptoms  are  intractable  or  the  diagnosis 
is  in  doubt.6’7 

Gastric  Analysis 

Gastric  analysis  is  now  seldom  employed.  This 
technique  measures  the  gastric  acid  secretory 
response  to  secretogogues  such  as  histamine, 
betazole,  or  pentagastrin,  and  may  be  used  to 
detect  the  presence  of  absolute  achlorhydria. 
Absolute  achlorhydria  in  a patient  with  a gastric 
ulcer  suggests  malignancy.  It  may  also  occur 


in  patients  with  Addisonian  pernicious  anemia 
or  atrophic  gastritis  alone.  Gastric  analysis  may 
be  useful  when  a disorder  associated  with  ex- 
cessive gastric  acid  secretion  is  suspected.  Pa- 
tients with  gastrinoma,  a retained  gastric  antrum 
after  surgery  or  a short  bowel  syndrome,  may 
display  marked  acid  hypersecretion. 

Serum  Gastrin 

Measurement  of  serum  concentrations  of  gas- 
trin using  a radioimmunoassay  technique  may  be 
useful  to  identify  patients  with  gastrinoma,  re- 
tained gastric  antrum,  or  pernicious  anemia.  Both 
fasting  and  postprovocative  concentrations  with 
secretin  infusion,  calcium  infusion,  or  feeding 
a meal  may  be  of  interest. 

Treatment  of  Peptic  Ulcer  Disease 

An  agent  used  to  treat  patients  with  peptic 
ulcer  disease  should  relieve  pain  and  accelerate 
healing.  Additional  desirable  effects  would  be 
to  minimize  or  eliminate  complications  and  to 
decrease  the  incidence  of  ulcer  recurrence.  Al- 
though studies  on  prevention  of  complications 
and  prevention  of  recurrence  are  limited,  some 
recent  reports  have  suggested  an  incidence  of 
endoscopically  confirmed  ulcer  recurrence  of  ap- 
proximately 80%  within  one  year  after  healing. 
The  agents  available  to  treat  ulcers  can  be  di- 
vided into  several  categories  based  on  their 
modes  of  action.8'9  (Table  1) 

Neutralize  Acid 

Currently,  few  physicians  employ  strict  ulcer 
diets  in  their  management  of  patients  with  pep- 
tic ulcers.  In  general,  patients  are  cautioned 
to  avoid  foods  which  aggravate  their  symptoms. 
Although  milk  and/or  cream  may  relieve  pain 
acutely  by  buffering  acid,  their  high  protein  con- 
tent, atherogenic  potential,  and  the  high  inci- 
dence of  lactase  deficiency  in  the  adult  popula- 
tion, have  diminished  their  appeal  for  long-term 
ulcer  therapy. 

Antacids  are  the  most  efficient  means  of  neu- 
tralizing acid  after  it  has  been  secreted  into  the 
lumen  of  the  stomach.  All  antacids  are  not 
equivalent.  Important  variables  include  acid- 
neutralizing capacity;  magnesium-aluminum  ra- 
tios; sodium,  potassium,  and  cs  ium  content; 
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taste;  and  cost.  Each  specific  antacid  has  a 
finite  buffering  capacity  in  that  1 ml  of  antacid 
will  neutralize  a fixed  quantity  of  acid.  Most 
antacids  possess  sufficiently  high  buffering  capa- 
bility to  buffer  the  acid  secreted  by  the  stomach 
in  response  to  a meal.  Unfortunately,  they  empty 
rapidly  from  the  fasting  stomach  and  duodenum 
and  are  unavailable  to  neutralize  all  of  the  acid. 
If  antacids  are  administered  one  hour  after  meals, 
gastric  emptying  is  delayed  and  their  duration 
of  action  is  prolonged.  An  optimal  antacid  dos- 
ing schedule  for  acid  neutralization  would  be  to 
administer  a therapeutic  dose  one  hour  and  three 
hours  after  meal  ingestion  and  at  bedtime.  This 
schedule  will  eliminate  most  gastric  and  duod- 
enal acidity  for  four  hours  following  each  meal. 
Unfortunately,  the  nocturnal  dose  neutralizes  the 
stomach  acid  only  for  less  than  one  hour  after 
its  administration.  Different  antacid  formula- 
tions contain  varying  quantities  of  aluminum, 
magnesium,  sodium,  potassium,  and  calcium.  At 
the  doses  recommended  by  many  gastroenter- 
ologists, the  aluminum  and  magnesium  content 
may  disrupt  the  normal  pattern  of  bowel  elimi- 
nation. The  salt  content  of  antacids  should  be 
considered  also,  especially  in  patients  with  prob- 
lems of  fluid  retention  or  cardiovascular  dis- 
turbances. In  therapeutic  doses,  antacids  can 
be  expensive. 

In  therapeutic  doses  there  are  several  potential 
problems  associated  with  antacids.  First,  be- 
cause of  the  need  for  frequent  dosage,  many 
patients  are  unable  and/or  unwilling  to  comply. 
The  taste  of  many  antacids  also  contributes  to 
noncompliance.  Second,  in  therapeutic  quan- 
tities, magnesium  may  produce  diarrhea  and 
aluminum  may  constipate.  Third,  systemic  acid- 
base  disturbances  have  been  reported  with 
chronic  antacid  use.  Also,  problems  with  soft 
tissue  calcium  deposition  and  bone  deminerali- 
zation have  been  encountered.  Fourth,  the  ab- 
sorption of  some  therapeutic  agents,  such  as 
tetracyclines,  may  be  impaired.  Fifth,  when 
antacids  are  administered  to  patients  with  an 
empty  stomach,  ie,  at  bedtime,  they  empty 
rapidly  and  provide  only  short-term  acid  neutral 
ization. 

Diminish  Acid  Secretion 

In  1968,  it  was  demonstrated  that  the  H2  re- 


ceptors of  histamine  could  be  selectively  blocked. 
A partial  list  of  H2  receptor  antagonists  includes 
burimamide,  metiamide,  and  cimetidine.  Buri- 
mamide  is  weak  when  administered  orally.  Meti- 
amide, despite  potent  intravenous  and  oral  ef- 
fects, was  removed  from  clinical  trials  because 
of  an  association  with  bone  marrow  suppression 
and  fatal  aplastic  anemia.  Cimetidine,  the  H2 
receptor  antagonist  in  current  clinical  use,  is 
potent  by  either  the  oral  or  intravenous  routes, 
and  is  associated  with  an  acceptable  number 
of  side  effects.  Multiple  studies  have  shown 
cimetidine  to  be  a potent  inhibitor  of  acid  secre- 
tion; basally,  nocturnally,  in  response  to  meals, 
pentagastrin,  insulin  hypoglycemia,  and  hista- 
mine or  betazole.  Controlled  studies  have  shown 
that  cimetidine  significantly  decreases  acid  secre- 
tory response  to  meals  for  up  to  four  hours. 
Nevertheless,  intragastric  pH  may  range  between 
three  and  four  for  a significant  part  of  this  time; 
a pH  range  at  which  there  is  significant  peptic 
activity.  A number  of  studies  have  demonstrated 
that  cimetidine  is  effective  in  healing  duodenal 
ulceration;  approval  is  pending  from  the  Food 
and  Drug  Administration  for  its  use  in  gastric 
ulcer.  Oral  cimetidine  is  available  in  convenient 
tablet  form  or  as  a liquid.  The  intravenous 
preparation  is  available  but  is  far  more  expensive, 
and  should  therefore  be  reserved  for  situations 
in  which  efficacy  has  been  demonstrated. 

Cimetidine  has  a systemic  mode  of  action  in 
that  it  is  absorbed  into  the  blood  stream.  As 
with  antacids,  there  are  some  potential  problems 
with  cimetidine.  Cimetidine  has  been  associated 
with  leukopenia,  pancytopenia,  and  even  sev- 
eral cases  of  aplastic  anemia.  An  association 
between  cimetidine  and  endocrine  disturbances 
such  as  gynecomastia,  oligospermia,  hyperpro- 
lactinemia, and  impotence  has  been  reported. 
Mental  confusion  may  occur  in  elderly  patients, 
especially  those  with  renal  or  hepatic  disorders. 
Cimetidine  may  diminish  hepatic  blood  flow  and 
inhibit  the  cytochrome  P-450  microsomal  enzyme 
system  of  the  liver  so  that  the  metabolism  of 
some  therapeutic  agents  such  as  coumadin  and 
diazepam  may  be  altered.  Because  gastric  acid 
is  one  of  the  major  factors  that  regulates  the 
bacterial  flora  of  the  upper  gastrointestinal  tract, 
there  has  also  been  some  theoretical  concern 
about  carcinogenicity.  Chronic  gastric  deacidi- 
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fication  may  lead  to  an  increased  bacterial  coloni- 
zation of  the  proximal  gastrointestinal  tract 
which  might  be  associated  wtih  an  increased 
production  of  carcinogens.  To  date,  cancer  of 
the  stomach  has  not  been  reported  to  be  asso- 
ciated with  cimetidine  use.  Newer,  more  potent, 
and  longer-acting  H2  receptor  blocking  agents, 
such  as  ranitidine  and  oxmetidine  are  under  in- 
vestigation. 

Anticholinergic  agents  are  potent  inhibitors  of 
basal  gastric  acid  secretion  but  decrease  meal- 
induced  acid  secretion  .only  by  30%  to  40%. 
Some  have  suggested  that  the  antispasmodic 
effects  of  anticholinergic  agents  may  help  to 
relieve  the  pain  associated  with  peptic  ulcer 
disease.  No  controlled  studies  utilizing  endo- 
scopic monitoring  are  available  to  confirm  their 
therapeutic  efficacy.  Like  cimetidine,  anticholi- 
nergic agents  are  absorbed  into  the  circulation. 
Side  effects  potentially  associated  with  anticho- 
linergic agents  include  blurred  vision,  dry  mouth, 
urinary  retention,  constipation,  and  exacerba- 
tion of  glaucoma. 

The  quest  for  pharmacologic  agents  which  will 
safely  and  effectively  diminish  gastric  acid  se- 
cretion continues.  Recently,  prostaglandins  have 
been  demonstrated  to  be  potent  inhibitors  of 
acid  secretion.  Prostaglandins  also  produce  de- 
sirable effects  such  as  increasing  mucus  and  bi- 
carbonate secretion;  however,  cardiovascular  and 
other  gastrointestinal  alterations  may  be  prob- 
lematic. Pirenzepine,  a tricyclic  agent  which 
decreases  acid  secretion,  is  currently  being  in- 
vestigated in  several  countries. 

Diminish  Pepsin  Activity  or  Protect  Mucosa 
from  Peptic  Protelysis 

Although  it  generally  has  been  assumed  that 
pepsinogen  secretion  from  the  gastric  mucosa 
follows  the  pattern  of  acid  secretion,  this  may 
not  be  the  case.  For  example,  secretin,  a potent 
inhibitor  of  acid  secretion  by  parietal  cells, 
stimulates  pepsinogen  secretion  by  chief  cells. 
Because  intragastric  pepsinogen  has  been  diffi- 
cult to  measure  reliably,  there  have  been  few 
studies  which  document  inhibition  of  pepsinogen 
secretion.  Most  agents  which  diminish  acid  se- 


cretion probably  decrease  pepsinogen  secretion 
as  well.  From  a clinical  standpoint,  most  efforts 
have  been  directed  at  inactivating  pepsin  after 
it  has  been  secreted  or  protecting  the  mucosal 
substrate  from  peptic  proteolysis.  One  way  to  di- 
minish pepsin  activity  would  be  to  increase  the 
intragastric  pH  or  decrease  acidity.  Both  antacids 
and  cimetidine  do  this.  At  an  intragastric  pH  of 
2.0,  peptic  activity  is  maximal;  if  the  pH  were 
maintained  above  5,  there  would  be  no  peptic  ac- 
tivity. As  discussed  earlier,  this  might  lead  to  other 
problems  with  the  bacterial  flora  and  iron  and 
vitamin  B12  absorption.  Early  attempts  to  inhibit 
pepsin  activity  directly  employed  sulfated  poly- 
saccharides. Chondroitin  sulfate  and  carageenin 
are  naturally  occurring  sulfated  polysaccharides 
which  possess  antipeptic  properties.  Amylopectin 
sulfate  is  a synthetic  sulfated  polysaccharide  de- 
veloped in  the  1960s.  Studies  in  the  United 
States  failed  to  demonstrate  clinical  efficacy. 

In  Japan,  sulfated  polysaccharides  were  found 
to  produce  colitis  and  anticoagulation  in  test 
animals.  However,  the  Japanese  also  found  that 
by  decreasing  the  degree  of  polymerization  they 
could  eliminate  bowel  toxicity,  minimize  anti- 
coagulant activity,  and  maximize  antipeptic  ac- 
tivity. In  1967,  sucralfate,  a basic  aluminum 
salt  of  sucrose  sulfate,  was  developed.  Sucral- 
fate is  a maximally  sulfated  disaccharide  with 
several  desirable  properties.  First,  it  binds  se- 
lectively to  damaged  mucosa  within  the  upper 
gastrointestinal  tract.  Second,  it  has  a dual  anti- 
peptic activity.  Since  it  binds  to  the  ulcer  crater 
complexing  with  albumin,  fibrinogen,  and  globu- 
lin, it  may  prevent  tissue  exposure  to  pepsin.  In 
addition,  sucralfate  absorbs  pepsin,  thereby  de- 
creasing peptic  proteolysis  directly.  Third,  su- 
cralfate binds  some  bile  salts.  Fourth,  it  may 
mechanically  impede  mucosal  penetration  by 
acid.  Fifth,  sucralfate  is  minimally  absorbed. 

Clinical  studies  have  now  been  carried  out  on 
sucralfate  in  Japan,  South  Africa,  Canada, 
Czechoslovakia,  and  the  United  States.  Healing 
rates  of  duodenal  ulcers  after  four  weeks  of  ther- 
apy have  ranged  from  71%  to  100%.  Sucralfate 
has  been  compared  to  cimetidine  in  two  studies; 
in  both,  the  healing  rates  were  similar  with  either 
agent.  Therefore,  antacids,  cimetidine,  and  su- 
cralfate seem  to  have  similar  therapeutic  efficacy. 
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The  potential  problems  with  sucralfate  are  few. 
There  has  been  a low  incidence  of  mild  constipa- 
tion in  some  patients  and  very  few  to  no  systemic 
side  effects  have  been  reported.  If  this  record 
of  safety  and  efficacy  holds  up  in  clinical  use, 
sucralfate  may  be  the  first  choice  for  duodenal 
ulcer  therapy,  with  systemic  agents  reserved  for 
those  who  are  refractory.  A word  of  caution  is 
in  order:  whereas  cimetidine  has  been  employed 
in  approximately  40  million  patients,  sucralfate 
has  been  used  in  only  several  million  patients. 

In  recent  years,  it  has  been  shown  that  some 
bismuth-containing  preparations  may  coat  the 
gastric  and  duodenal  mucosa  and  accelerate  ulcer 
healing.  More  studies  are  needed.  Bismuth- 
containing  preparations  tend  to  turn  the  stools 
black,  may  be  bad-tasting,  and  may  be  associ- 
ated with  pigmentation  of  the  tongue.  Carben- 
oxolone,  a pharmaceutical  agent  similar  to  the 
glycerrhizic  acid  extracted  from  licorice  root,  has 
been  used  in  Great  Britain  to  treat  patients  with 
duodenal  and  gastric  ulcers.  It  has  been  re- 
ported to  increase  the  quality  and  quantity  of 


mucus,  inhibit  pepsin,  and  increase  mucosal  se- 
cretions of  bicarbonate.  Unfortunately,  its  use 
has  been  limited  because  of  its  potent  mineralo- 
corticoid-like  side  effects  including  hypokalemia, 
hypertension,  edema,  and  myopathy. 

To  summarize,  the  major  therapeutic  agents 
currently  available  to  treat  patients  with  peptic 
ulcer  disease  are  antacids,  cimetidine,  and  sucral- 
fate. Each  seems  to  have  certain  advantages  and 
disadvantages. 
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JUVENILE  RHEUMATOID  ARTHRITIS,  by  Earl  J. 
Brewer,  M.D.,  Edward  H.  Gionnini,  M.D.,  and 
Donald  A.  Purson,  M.D.,  W.  B.  Saunders  Com- 
pany, Philadelphia,  1982.  351  pp.  Price  $48.00. 

The  senior  author  of  this  textbook,  Dr.  Brewer, 
was  instrumental  in  formulating  diagnostic  cri- 
teria for  the  subsets  of  juvenile  rheumatoid  arth- 
ritis and  has  been  a leader  in  the  development  of 
pediatric  rheumatology  as  a subspecialty.  The 
expressed  purpose  of  this  text  is  to  provide  the 
practicing  pediatrician  or  family  physician  with 
an  approach  to  the  diagnosis  and  management 
of  juvenile  rheumatoid  arthritis.  This  is  accom- 
plished in  a 300-page  text,  consisting  of  18  chap- 
ters, and  three  appendices.  The  initial  eight 
chapters  deal  with  the  clinical,  epidemiologic, 
radiographic,  and  laboratory  characteristics  of 
juvenile  rheumatoid  arthritis  as  well  as  a dis- 
cussion of  the  differential  diagnosis,  immuno- 
genetics,  and  psychosocial  problems.  The  re- 
mainder of  the  text  deals  with  the  management 
and  includes  chapters  on  the  nonsteroidal  anti- 
inflammatory drugs,  slow-acting  antirheumatic 
drugs,  corticosteroids  and  other  more  experi- 
mental approaches,  including  apharesisa.  Ortho- 
pedic management  is  discussed  separately  as  is 
physical  and  occupational  therapy. 

This  text  should  not  be  confused  with  a gen- 
eral textbook  of  rheumatic  diseases  occurring  in 
children.  There  is  very  little  discussion  of  sys- 
temic lupus  erythematosus  and  other  connective 
tissue  diseases,  vasculitis,  spondyloarthropathic 
diseases,  and  inherited  and  metabolic  problems 
causing  rheumatic  symptoms  in  children.  It  is 
an  excellent  concise  discussion  from  an  academic 
center  with  tremendous  experience  in  the  diag- 
nosis and  management  of  juvenile  rheumatoid 
arthritis.  It  should  not  be  forgotten  that  juve- 
nile arthritis  is  actually  a heterogeneous  collec- 


tion of  clinical  syndromes  with  overlapping  fea- 
tures such  that  precise  diagnosis  is  important  in 
understanding  the  appropriate  management.  I 
recommend  this  text  as  a useful  office  reference 
for  pediatricians  and  family  physicians  as  well 
as  orthopedic  surgeons  who  tend  to  see  children 
with  arthritic  problems. 

James  H.  Newman,  M.D. 
% & 

CURRENT  THERAPY,  edited  by  Howard  F.  Conn, 

M.D.,  W.  B.  Saunders  Company,  Philadelphia, 
1983.  998  pp.  Price  $42.00. 

The  editor  of  this  book  is  a primary  care  phy- 
sician in  a small  town  in  Pennsylvania.  Shortly 
after  his  graduation  from  Johns  Hopkins  Medical 
School,  he  left  practice  to  serve  in  the  US  Army 
Medical  Corps.  When  he  returned  home  in  1946 
to  resume  his  practice,  he  felt  medically  out  of 
touch  and  began  to  research  the  literature,  mak- 
ing outlines  of  what  he  thought  was  important 
for  each  disease  and  also  of  practical  importance 
to  his  particular  practice.  Then  it  occurred  to 
him  that  other  physicians  would  find  the  same 
material  valuable  to  them. 

The  result  in  1949  was  publication  of  the  first 
edition  of  Current  Therapy.  It  gained  immedi- 
ate acceptance  and  has  been  republished  as  an 
update  every  year  since  then.  At  first  Dr.  Conn 
wrote  all  the  sections  himself;  then  as  the  book 
attained  fame,  he  was  able  to  attract  practicing 
physicians  of  national  and  international  reputa- 
tion, both  in  and  out  of  academia,  to  write  the 
specific  sections. 

This  is  the  last  edition  to  be  edited  by  Dr. 
Conn,  for  he  died  recently  after  the  35th  edition 
went  to  print. 
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This  work  has  maintained  its  popularity  con- 
sistently since  1949,  because  Dr.  Conn  has  al- 
ways measured  it  against  the  needs  of  his  own 
busy  primary  care  practice.  The  331  contribu- 
tors discuss  275  subjects  in  concise  and  prac- 
tical form.  It  is  not  a book  to  be  read  through, 
nor  is  it  a complete  reference  on  any  subject. 
On  the  contrary,  for  each  disease  or  problem 
discussed,  it  gives  a brief  description  of  the 
presenting  signs  and  symptoms,  followed  by  the 
specifics  of  the  state  of  the  art  in  therapy,  includ- 
ing drugs  and  dosages. 

This  is  a book  which  should  be  on  the  shelf 
of  every  practicing  primary  care  physician. 

David  Platt,  M.D. 

»(5 

REVIEW  OF  GENERAL  INTERNAL  MEDICINE:  A 
SELF-ASSESSMENT  MANUAL,  edited  by  Loyd  H. 
Smith,  Jr.,  M.D.  and  James  B.  Wyngaarden,  M.D., 
W.  B.  Saunders  Company,  Philadelphia,  1982. 
368  pp.  Price  $22.50. 


This  manual  is  written  to  be  a companion  to 
Cecil’s  Textbook  of  Medicine,  and  many  of  the 
explanations  of  answers  to  questions  refer  to 
specific  pages  in  that  text.  It  contains  approxi- 
mately 1,000  questions  on  eleven  topics  includ- 
ing: cardiovascular,  respiratory,  renal,  gastroin- 
testinal, hematologic/oncologic,  metabolic/ gene- 
tic, endocrinologic,  infectious,  immunologic/ rheu- 
matologic,  neurologic,  and  dermatologic  diseases. 
The  subjects  covered  are  current,  and  thus  any 
specialist  or  general  practitioner  might  use  this 
volume  for  an  updated  review.  The  referencing 
is  excellent  and  all  answers  are  thoroughly  ex- 
plained in  a long  paragraph  (in  most  cases). 
Multiple  choice,  type  “K,”  and  matching  ques- 
tions are  included.  Radiographs,  photographs, 
and  photomicrographs  are  utilized  in  each  chap- 
ter. Answer  sheets  and  a thorough  index  are 
provided.  Long  bibliographies  follow  most  chap- 
ters. 

In  summary,  I highly  recommend  this  volume 
for  an  updated  review  of  many  vital  areas  of 
Internal  Medicine.  Some  questions  may  be  a 
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little  advanced  for  junior  medical  students  pre- 
paring for  Part  II  of  the  boards.  Otherwise,  the 
book  would  be  quite  useful  for  house  officers, 
general  practitioners,  and  specialists. 

Dennis  M.  Sheehe,  M.D. 

Dr.  Sheehe  is  a first-year  resident  in  the  Department  of  Family 
Practice  at  The  Wilmington  Medical  Center. 

PROGNOSIS:  CONTEMPORARY  OUTCOMES  OF 
DISEASE,  by  James  F.  Fries,  M.D.,  and  George 
E.  Ehrlich,  M.D.,  Addison-Wesley  Publishing  Com- 
pany, Menlo  Park,  California,  1981.  565  pp. 
Price  $29.95. 

When  they  are  most  useful,  clinicians  pro- 
duce one  of  three  important  products:  (1)  diag- 
nosis, (2)  therapy,  or  (3)  an  estimate  of  prog- 
nosis. Of  these  three,  the  one  that  has  received 
the  least  literature  attention  is  prognosis,  the 
estimate  of  the  likelihood  of  various  outcomes 
associated  with  the  human  condition.  Every 
year,  Saunders  publishes  a Current  Therapy  and 
a Current  Diagnosis,  but  until  Dr.  Ehrlich  and 
Dr.  Fries,  no  one  has  published  a textbook  de- 
voted to  prognosis. 

The  contributors  and  the  consultants  to  this 
unique  effort  include  some  400  individuals,  who 
range  from  a resident  in  ophthalmology  to  well- 
known  figures  in  medicine.  Included  in  this 
group  are  Dr.  William  G.  Slate  of  The  Wilming- 
ton Medical  Center  and  several  other  prominent 
physicians  in  the  Philadelphia  area. 

Using  a “Delphi”  technique,  a method  of 
reaching  consensus  by  repeatedly  subjecting  the 
individual  contributor’s  work  to  a group  review 
and  then  asking  him  or  her  to  rewrite  the  con- 
tribution after  the  reviewers’  comments  are 
made  known,  the  editors  provide  discussions  of 
prognosis  of  many  diseases.  Authors  were  asked 
to  discuss  prognosis  in  terms  of  death,  disability, 
discomfort,  drug  toxicity,  and  dollar  cost.  Authors 
were  encouraged  to  keep  the  review  short,  to 
use  graphs  and  figures  where  possible,  and  to 
limit  their  references  to  a few. 

The  result  of  this  laborious  method  is  a some- 
times lukewarm,  general,  noncontroversial  over- 


view of  prognostic  factors  in  different  disease 
states.  In  each  subspecialty  division,  there  are 
many  diseases  that  are  not  discussed,  and  it  is 
not  particularly  clear  why  some  diseases  were 
chosen  and  others  not.  For  example,  the  GI 
section  has  no  discussion  of  pancreatitis.  The 
asymptomatic  cervical  bruit  is  discussed,  but  not 
the  mitral-valve-prolapse  syndrome. 

The  last  section  of  the  book  is  entitled  “Prog- 
nosis for  the  Non-Diseased”  and  includes  charts 
that  show  life  expectancy,  the  likelihood  of  dis- 
ability, and  the  risks  of  contracting  specific  dis- 
eases. I am  not  certain  why  these  were  included, 
particularly  at  the  end  of  the  book  rather  than 
at  the  beginning.  Perhaps  the  space  would  have 
been  better  used  to  discuss  conditions  like  pan- 
creatitis and  mitral-valve-prolapse. 

Subspecialists  will  be  disappointed  with  the 
discussions  on  diseases  in  their  areas.  For  ex- 
ample, four  pages  on  the  prognosis  of  glomerulo- 
nephritis is  insufficient  for  this  complex  area. 

However,  for  the  family  physician,  the  general 
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internist,  or  the  subspecialist  who  does  general 
medicine,  this  book  is  valuable.  It  is  replete 
with  important,  basic  information  about  disease 
outcomes  and  the  probabilities  of  those  outcomes 
For  the  clinician  who  functions  as  the  patient 
advocate,  it  is  a helpful  resource  for  decision- 
making in  consultation  with  the  patient,  his 
family,  and  other  physicians. 

Herbert  J.  Keating,  III,  M.D. 


THE  HANDBOOK  OF  INFECTIOUS  DISEASES,  by 
Stewart  M.  Brooks,  Natalie  Paynton  Brooks,  and 
Lorelie  J.  Pelletier,  Little,  Brown  and  Company, 
Boston,  1980.  308  pp.  Price  $9.95. 

The  Handbook  of  Infectious  Diseases , written 
by  clinical  nurses  and  intended  for  use  by  nurses 
and  other  health-care  professionals,  is  a thorough 
reference  collection  of  the  various  illnesses 
caused  by  bacteria,  fungi,  and  parasites.  For 
each  disease,  the  handbook  gives  a general  de- 
scription, and  lists  the  etiologic  agent(s),  reser- 
voir, mode  of  transmission,  incubation  period, 
communicability,  susceptibility,  signs  and  symp- 
toms, diagnosis,  treatment,  and  preventive  meas- 
ures. Each  disease  is  presented  fully  under  its 
most  widely  accepted  name,  and  is  also  refer- 
enced under  other  common  names.  Immuniza- 
tion schedules  and  information  on  isolation  tech- 
niques, specific  antibiotics  and  other  antimi- 
crobial drugs,  vaccines,  and  antitoxins  are  listed 
in  several  appendices  at  the  end  of  the  book.  In 
addition,  the  handbook  contains  a comprehensive 
glossary  of  infectious  disease  terminology  with 
definitions  that  are  easy  to  understand.  Among 
them  are  descriptions  of  common  serologic  tests. 

The  book  is  well  organized,  easy  to  use,  and 
consistent  in  its  description  of  each  disorder.  The 
method  of  cross-referencing  is  exceptionally  ac- 
curate and  complete,  and  allows  for  quick  loca- 
tion of  a disorder  using  any  associated  name. 
Noticeably  missing,  however,  is  a means  of  locat- 
ing a disease  based  on  presenting  signs  and 
symptoms;  unless  one  of  the  names  of  the  dis- 
ease is  known,  it  can  only  be  found  by  searching 
Continued  on  page  431 
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BRIEF  SUMMARY 

PROCARDIA  • (nifedipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for  the 
management  ol  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  nave  had  angiography  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  (effort-associated  anginal  without  evidence  of  vasospasm 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (etiort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  ol  up  lo  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  ettectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  palients'suggest  concomitant  use  ot  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  lime  ol 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentany I anesthesia  The  interaction  with  high  dose  tenlanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  tenlanyl  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
fentany I anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
it  the  patient's  condition  permits  sufficient  time  (at  least  36  hours)  should  be  allowed  for 
PROCARDIA  lo  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  ot  dosaqe  increases  The  mech- 
anism ol  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  ot  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  il  possible  rather  than  stopping  them  abruptly  belore  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  ol  blood  pressure  during  the  initial  administration  and  titration 
ol  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema.  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
lo  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
nt  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure,  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  ol  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxm  increased  digoxm  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  in  di- 
goxm  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating  adiust- 
mg,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under  digitalization 

Carcinogenesis  mutagenesis,  impairment  ol  fertility  When  given  to  rats  prior  to  mating  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  to  teratogenicity  m 
rats  embryotoxicity  m rats  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema  nausea  weakness,  headache  and  flushing  each  occurring  m about  10%  of  pa- 
tients transient  hypotension  m about  5%  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  inflammation  |Oint  stiffness  shaki- 
ness  sleep  disturbances  blurred  vision  ditficulties  in  balance  dermatitis  pruritus  urticaria  fe- 
ver. sweating  chills,  and  sexual  difficulties  Very  rarely  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  from  the  nat- 
ural history  of  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ot 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2%  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare  mild  to  moderate  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase CPK  LDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ot  significantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED  Each  orange  sott  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069  2600  66)  300  (NDC  0069 
2600-72 ) and  unit  dose  (10x101  (NDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77  F ( 15  to  250  in  the  man- 
ufacturers original  container 

More  detailed  professional  information  available  on  request  c 1982  Plizer  Inc 

LABORATORIES  DIVISION 

PFIZER  INC 


Letters  to  the  Editor 


RABIES  IN  DELAWARE 

To  the  Editor: 

Summer  is  here,  and  the  incidence  of  animal 
bites  in  our  state  has  predictably  increased.  Cir- 
cumstances in  Maryland,  Virginia,  and  Pennsyl- 
vania, where  raccoon  rabies  is  epizootic,  alarm 
us.  However,  we  should  act  sensibly  in  the 
handling  of  animal  bite  victims.  Our  labora- 
tories receive  numerous  animals  for  rabies  ex- 
amination in  which  the  risk  of  infection  and 
transmission  is  almost  nil.  Rodents  (squirrels, 
hamsters,  guinea  pigs,  gerbils,  chipmunks,  rats, 
and  mice)  and  lagomorphs  (rabbits  and  hares) 
are  rarely  found  to  be  infected  with  rabies  and 
have  not  been  known  to  cause  human  rabies  in 
the  United  States;  their  bites  almost  never  call 
for  antirabies  prophylaxis.  When  we  receive 
these  animals  for  examination,  I think  of  the  bite 
victim,  in  an  emotional  frenzy,  waiting  for  the 
test  results.  In  most  cases,  their  fears  could  have 
been  resolved  almost  immediately. 

Sensibility  also  implies  that  we  be  vigilant  as 
well.  Especially  because  of  the  problem  in  our 


neighboring  states,  we  must  be  sure  to  administer 
postexposure  prophylaxis  to  animal  bite  victims 
when  indicated.  Bites  from  wild  animals  (par- 
ticularly bats,  foxes,  raccoons,  skunks)  usually 
require  treatment  with  Rabies  Immune  Globu- 
lin (RIG)  and  Human  Diploid  Cell  Vaccine 
(HDCV)  if  the  animal  cannot  be  located  or  if 
the  brain  shows  evidence  of  rabies.  RIG  and 
HDCV  may  be  indicated  as  a result  of  unpro- 
voked attacks  from  dogs  or  cats  if  the  animal 
cannot  be  captured.  If  the  animal  can  be  cap- 
tured, it  should  be  quarantined  for  ten  days.  At 
the  end  of  this  period,  no  treatment  is  necessary 
if  the  animal  is  in  good  health.  If  the  animal 
is  ill,  the  brain  should  be  tested  for  evidence  of 
rabies. 

RIG  and  HDCV  can  be  obtained  from  the 
Beebe  Hospital,  Milford  Memorial  Hospital,  and 
The  Wilmington  Medical  Center.  The  Bureau 
of  Disease  Control  (734-4745)  also  maintains 
a small  stock. 

Paul  R.  Silverman,  Ph.D. 

Dr.  Silverman  is  an  epidemiologist  with  the  Delaware  State 
Bureau  of  Disease  Control. 
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From  Pennsylvania  Casualty  Company 


Medical  Society  of  Delaware  members  now  have  a new  endorsed  Professional 
Liability  Insurance  Carrier— PENNSYLVANIA  CASUALTY  COMPANY  (PCC). 
Working  with  the  Society,  PCC  has  developed  a Professional  Liability  Program 
that  offers  special  benefits  to  Delaware  physicians: 

• Claims-made  or  occurrence  coverage  with  limits  to  $5  million. 

• A dividend  plan  to  share  investment  income  and  the  financial  savings  of 
good  loss  experience. 

• Automatic  “tail”  coverage  for  claims-made  policies  for  death,  disability  or 
retirement  (with  provisions  applicable)  at  no  additional  premium  charge. 

• Availability  of  prior  acts  coverage  which  eliminates  the  need  to  purchase 
tail  coverage  for  a prior  claims-made  policy  under  another  carrier. 

• A five-year  affiliation  agreement  with  the  Society  to  stabilize  the  availabil- 
ity of  coverage. 

• Close  cooperation  with  the  Society  to  provide  risk  management/quality 
assurance  educational  programs  and  claims  and  underwriting  review 
procedures. 

Pennsylvania  Casualty  Company  is  a member  of  the  PHICO  Insurance 
Group— one  of  the  largest  specialty  insurers  of  health  care  providers  in  the 
country  which  currently  provides  coverage  to  more  than  6,000  physicians.  Our 
insurance  programs  have  been  specifically  tailored  to  individual  physicians 
and  professional  associations,  corporations  and  partnerships. 

For  more  information,  contact  the  Medical  Society  of  Delaware  or  your  per- 
sonal insurance  agent  or  broker. 
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SCROTAL  SCINTIGRAPHY:  A REVIEW  OF  42  CASES 


Patrice  A.  Wise,  B.S.,  C.N.M.T. 

Howard  Mann,  M.D. 
Vidya  V.  Sagar,  M.D. 
Robert  L.  Meckelnburg,  M.D. 


Scrotal  imaging  with  technetium-99m  sodium 
pertechnetate  was  first  proposed  in  1973  by  Na- 
del  et  al.1  As  currently  applied,  this  procedure 
is  primarily  used  to  differentiate  testicular  torsion 
from  acute  epididymitis  in  patients  presenting 
with  an  acutely  painful  and/or  swollen  scrotum. 

The  early  use  of  this  procedure  in  patients 
presenting  with  an  acute  scrotum  will  facilitate 
prompt  surgical  intervention  in  cases  of  testicular 
torsion,  tnus  increasing  the  yield  of  viable  testes. 
Converselv,  surgery  will  be  avoided  in  cases  of 
acute  epididymitis  with  resultant  savings  in  terms 
of  morbidity,  hospital  stay,  and  cost. 

The  procedure  may  also  be  used  when  other 
diagnoses  are  being  considered.  More  common 
among  these  are  abscess,  tumor,  hydrocele,  post- 
traumatic  hematoma,  and  varicocele.  A dis- 
cussion of  scrotal  scintigraphy  in  these  condi- 
tions is  beyond  the  purview  of  this  paper  and 
may  be  found  elsewhere.2"5 

Ms.  Wise  is  a Nuclear  Medicine  technologist  at  The  Wilmington 
Medical  Center,  Wilmington,  Delaware. 

Dr.  Mann,  formerly  a resident  in  Radiology  at  The  Wilmington 
Medical  Center,  is  currently  a Fellow  in  Radiology  at  the  Yale- 
New  Haven  Hospital,  New  Haven,  Connecticut. 
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ware. 
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A detailed  knowledge  of  scrotal  and  testicular 
anatomy  with  particular  reference  to  vascular 
supply  is  essential  when  interpreting  radionuc- 
lide scans.  The  dual  blood  supply  to  the  scrotum 
and  its  contents  must  be  appreciated:  the  ves- 
sels of  the  spermatic  cord  ( testicular,  deferential, 
and  cremasteric  arteries)  and  the  internal  and 
external  pudendal  arteries  which  do  not  enter 
the  cord  must  be  distinguished. 

In  torsion  of  the  spermatic  cord,  the  pudendal 
vessels  supplying  the  scrotum  and  penis  are  un- 
involved and  form  the  basis  for  attempts  at  col- 
lateralization. This  is  evident  as  increased  per- 
fusion of  the  dartos  in  cases  of  “missed”  (later 
than  24  hours  after  the  onset  of  symptoms)  tor- 
sion. 

Technique 

The  patient  is  imaged  in  the  supine  position 
with  his  legs  slightly  abducted.  A tape  bridge 
is  placed  across  the  thighs  to  provide  adequate 
support  and  separation  of  the  testes.  A thin  lead 
strip  is  placed  between  the  testes,  and  the  penis 
is  taped  to  the  anterior  abdominal  wall.  A 
bolus  of  5 to  10  mCi  of  99m  technetium  pertech- 
netate is  injected  into  an  antecubital  vein  and 
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20  three-second  rapid  sequence  images  are  ob- 
tained using  a converging  collimator.  This  con- 
stitutes the  vascular  phase.  Statis  images  are 
then  obtained  with  at  least  500,000  counts  per 
image. 

In  the  normal  scrotum,  symmetric  flow  to  both 
testes  is  evident,  without  separate  definition  of 
scrotal  or  testicular  perfusion.  The  static  images 
reveal  symmetric  nuclide  uptake.  (Figure  1) 

In  early  torsion  (less  than  5 to  7 hours  after 
onset  of  symptoms),  no  increased  perfusion  is 
seen  in  the  vascular  phase,  with  an  area  of 
photon  deficiency  evident  on  the  static  images. 
This  latter  region  becomes  more  evident  with 
increasing  intervals  between  the  onset  of  torsion 
and  scanning.  In  later  phase,  “missed”  torsion, 
increased  perfusion  of  the  dartos  results  in  a halo 
of  activity  around  the  ischemic  testis.  This  sym- 
metric halo  of  activity  should  not  be  confused 
with  the  linear,  asymmetric  uptake  in  the  epi- 
didymis in  cases  of  acute  epididymitis.  (Figure 
2) 


FIGURE  1 


Normal  scrotum  (static  image)  with  symmetric 
uptake  of  the  radionuclide.  The  linear  defect 
is  due  to  a lead  marker. 


30-33s 

FIGURE  2A 


FIGURE  2B 


Missed  torsion.  (2A)  Vascular  phase  shows  increased  perfusion  of  the  dartos.  Halo  effect  is  ap- 
parent. (2B)  Static  image  reveals  ischemic  testis  (t)  and  increased  activity  in  dartos  (d). 
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Scrotal  imaging  with  technetium-99m  sodium 
pertechnetate  was  first  proposed  in  1973  by  Na- 
del  et  al.1  As  currently  applied,  this  procedure 
is  primarily  used  to  differentiate  testicular  torsion 
from  acute  epididymitis  in  patients  presenting 
with  an  acutely  painful  and/or  swollen  scrotum. 

The  early  use  of  this  procedure  in  patients 
presenting  with  an  acute  scrotum  will  facilitate 
prompt  surgical  intervention  in  cases  of  testicular 
torsion,  tnus  increasing  the  yield  of  viable  testes. 
Converselv,  surgery  will  be  avoided  in  cases  of 
acute  epididymitis  with  resultant  savings  in  terms 
of  morbidity,  hospital  stay,  and  cost. 

The  procedure  may  also  be  used  when  other 
diagnoses  are  being  considered.  More  common 
among  these  are  abscess,  tumor,  hydrocele,  post- 
traumatic  hematoma,  and  varicocele.  A dis- 
cussion of  scrotal  scintigraphy  in  these  condi- 
tions is  beyond  the  purview  of  this  paper  and 
may  be  found  elsewhere.2'5 

Ms.  Wise  is  a Nuclear  Medicine  technologist  at  The  Wilmington 
Medical  Center,  Wilmington,  Delaware. 

Dr.  Mann,  formerly  a resident  in  Radiology  at  The  Wilmington 
Medical  Center,  is  currently  a Fellow  in  Radiology  at  the  Yale- 
New  Haven  Hospital,  New  Haven,  Connecticut. 
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A detailed  knowledge  of  scrotal  and  testicular 
anatomy  with  particular  reference  to  vascular 
supply  is  essential  when  interpreting  radionuc- 
lide scans.  The  dual  blood  supply  to  the  scrotum 
and  its  contents  must  be  appreciated:  the  ves- 
sels of  the  spermatic  cord  ( testicular,  deferential, 
and  cremasteric  arteries)  and  the  internal  and 
external  pudendal  arteries  which  do  not  enter 
the  cord  must  be  distinguished. 

In  torsion  of  the  spermatic  cord,  the  pudendal 
vessels  supplying  the  scrotum  and  penis  are  un- 
involved and  form  the  basis  for  attempts  at  col- 
lateralization. This  is  evident  as  increased  per- 
fusion of  the  dartos  in  cases  of  “missed”  (later 
than  24  hours  after  the  onset  of  symptoms)  tor- 
sion. 

Technique 

The  patient  is  imaged  in  the  supine  position 
with  his  legs  slightly  abducted.  A tape  bridge 
is  placed  across  the  thighs  to  provide  adequate 
support  and  separation  of  the  testes.  A thin  lead 
strip  is  placed  between  the  testes,  and  the  penis 
is  taped  to  the  anterior  abdominal  wall.  A 
bolus  of  5 to  10  mCi  of  99m  technetium  pertech- 
netate is  injected  into  an  antecubital  vein  and 
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20  three-second  rapid  sequence  images  are  ob- 
tained using  a converging  collimator.  This  con- 
stitutes the  vascular  phase.  Statis  images  are 
then  obtained  with  at  least  500,000  counts  per 
image. 

In  the  normal  scrotum,  symmetric  flow  to  both 
testes  is  evident,  without  separate  definition  of 
scrotal  or  testicular  perfusion.  The  static  images 
reveal  symmetric  nuclide  uptake.  (Figure  1) 

In  early  torsion  (less  than  5 to  7 hours  after 
onset  of  symptoms),  no  increased  perfusion  is 
seen  in  the  vascular  phase,  with  an  area  of 
photon  deficiency  evident  on  the  static  images. 
This  latter  region  becomes  more  evident  with 
increasing  intervals  between  the  onset  of  torsion 
and  scanning.  In  later  phase,  “missed”  torsion, 
increased  perfusion  of  the  dartos  results  in  a halo 
of  activity  around  the  ischemic  testis.  This  sym- 
metric halo  of  activity  should  not  be  confused 
with  the  linear,  asymmetric  uptake  in  the  epi- 
didymis in  cases  of  acute  epididymitis.  (Figure 
2) 


FIGURE  1 

Normal  scrotum  (static  image)  with  symmetric 
uptake  of  the  radionuclide.  The  linear  defect 
is  due  to  a lead  marker. 


FIGURE  2A 


FIGURE  2B 


Missed  torsion.  (2A)  Vascular  phase  shows  increased  perfusion  of  the  dartos.  Halo  effect  is  ap- 
parent. (2B)  Static  image  reveals  ischemic  testis  (t)  and  increased  activity  in  dartos  (d). 


422 


Del  Med  Jrl,  July  1983 — Vol  55,  No  7 


Scrotal  Scintigraphy:  A Review  of  42  Cases— Wise 


30 -33s 


FIGURE  3B 


FIGURE  3A 

Epididymo-orchitis.  (3A)  Vascular  phase  shows  increased  flow  to  the  left  hemiscrofum.  (3B)  Static 
image  reveals  increased  activity  in  the  entire  hemiscrofum. 


The  radionuclide  angiogram  clearly  reveals,  in 
acute  epididymitis,  the  increased  flow  through 
the  testicular  and  deferential  vessels.  The  static 
scan  shows  increased  uptake  laterally  in  the 
hemiscrotum,  corresponding  to  the  location  of 
the  epididymis.  In  epididymo-orchitis,  the  en- 
tire hemiscrotum  may  appear  “hot.”  A sym- 
metric halo  of  activity  should  not  be  seen.  ( Fig- 
ure 3) 

Analysis  of  Experience  to  Date 

Forty- two  patients  with  acute  or  subacute 
scrotal  symptoms  underwent  scrotal  scintigraphy 
at  The  Wilmington  Medical  Center  during  the 
period  January  1979  to  October  1982.  The  pa  - 
tients’ ages  ranged  from  nine  to  45  years  with 
a mean  age  of  21  years.  Scans  were  obtained 
using  a Siemens-Scintiview  gamma  camera  with 
a converging  collimator.  In  each  case,  final  out- 
come was  determined  from  surgical  records  or 
follow-up  clinic  or  office  visits  in  patients  who 
were  conservatively  managed. 

The  results  are  presented  in  Table  1.  In  sum- 
Del  Med  Jrl,  July  1983 — Vol  55,  No  7 


mary,  of  11  patients  with  testicular  torsion,  ten 
were  correctly  identified  on  scan;  one  was 
thought  to  have  epididymitis.  One  hematocele 


TABLE  1 


No. 

Sean 

Clinical/Surgical  Outcome 

Patients 

Interpretation 

Early  Postscan  Surgery 

Torsion 

10 

Torsion 

Hematocele 

1 

Torsion 

Delayed  Surgery 

(Persistent  symptoms  on  conservative 
therapy  followed  by  surgery) 
Varicocele 

1 

Acute 

Torsion 

1 

Epididymitis 

Acute 

Normal  Testis 

1 

Epididymitis 

Normal 

Nonsurgical  Treatment 

No  Sequela 

27 

12  Normal 

Persistent  Pain — Clinical  Diagnosis 

1 

15  Acute 
Acute 

of  Varicocele 

Epididymitis 
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was  thought  to  be  torsion  (the  only  false  posi- 
tive), but  still  required  surgery  as  part  of  his 
management. 

Two  cases  of  varicocele  were  misdiagnosed  as 
acute  epididymitis  on  scintigraphy.  One  of  these 
patients  had  the  correct  diagnosis  made  at  de- 
layed surgical  exploration  when  his  symptoms 
did  not  resolve  on  antibiotic  therapy;  the  other 
patient  was  not  explored  after  a clinical  diagnosis 
of  varicocele  was  made. 

Twelve  patients  with  scrotal  symptoms  had 
normal  scans  with  complete  resolution  of  their 
symptoms  on  conservative  therapy.  Two  pos- 
sibilities may  account  for  at  least  some  patients 
in  this  category:  spontaneous  detorsion  of  the 
spermatic  cord  may  occur  within  the  first  few 
hours  after  the  onset  of  symptoms,  and  torsion 
of  the  testicular  appendages  may  occur  with  a 
normal  scan  and  a benign  outcome.5  In  other 
patients,  the  cause  of  the  symptoms  remains  ob- 
scure. 


Conclusion 


Accurate  distinction  between  testicular  torsion 
and  acute  epididymitis  is  critical  because  of  the 
completely  different  forms  of  management  ap- 
plied to  these  conditions.  Early  surgery  is  the 
goal  in  testicular  torsion  and  is  required  in  any 
situation  in  which  torsion  cannot  be  excluded 
with  certainty.  Scrotal  scintigraphy  is  a readily 
available  and  easily  performed  procedure  with 
proven  utility  in  the  management  of  patients 
presenting  with  an  acutely  painful  or  swollen 
scrotum.6 
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STREPTOCOCCAL  PHARYNGITIS  IN  CHILDREN 


Jeffrey  C.  Weiss,  M.D. 


The  physician  who  cares  for  children  is  fre- 
quently faced  with  dilemmas  related  to  the  man- 
agement of  streptococcal  pharyngitis  and  the 
prevention  of  rheumatic  fever.  This  article  will 
discuss  some  of  these  clinical  problems  and  will 
review  the  microbiology  of  the  group  A strepto- 
coccus. 

The  Organism 

Streptococcus  pyogenes  (Group  A streptococ- 
cus) is  a gram-positive  coccus  that  grows  in 
chains  and  causes  beta  (clear)  hemolysis  on 
blood  agar.  Growth  of  group  A streptococcus, 
unlike  growth  of  other  hemolytic  streptococci, 
can  usually  be  inhibited  by  placing  a bacitracin 
disc  on  the  culture  plate  (99.5%  of  group  A 
strains  will  be  inhibited  but  so  will  6%  of  group 
B strains  and  7%  of  beta  hemolytic  streptococci 
which  are  not  group  A,  B,  or  D).  The  organism 
itself  has  a cell  wall  consisting  of  protein,  car- 
bohydrate, and  mucopeptide,  and  the  strepto- 
coccus may  also  have  a hyaluronic  acid  capsule. 

Over  60  types  of  group  A streptococci  are 
differentiated  from  each  other  by  the  M-proteins 

Dr.  Weiss  is  Director  of  Ambulatory  Services  in  the  Children’s 
Health  Center,  Jefferson  Medical  College,  Philadelphia. 


on  the  organism’s  surface.  Because  the  M-pro- 
teins resist  phagocytosis,  they  are  important  in 
determining  virulence.  Other  proteins  in  the 
cell  wall  (T,  R,  and  SOR  proteins)  are  useful 
as  epidemiologic  tags  or  markers  but  are  not 
related  to  organism  virulence. 

Carbohydrate  in  the  cell  wall  is  the  basis  for 
the  well-known  Lancefield  grouping  system. 
Group  A organisms  are  largely  responsible  for 
the  pharyngitis  seen  in  clinical  pediatric  prac- 
tice. The  mucopeptide  or  peptidoglycan  pro- 
vides rigidity  to  the  cell  wall  and  gives  the 
organism  shape. 

Group  A streptococci  produce  and  release  sev- 
eral extracellular  products  which  are  responsible 
for  the  symptoms  of  illness.  These  products,  or 
toxins,  include  streptolysin  O,  streptolysin  S,  de- 
oxyribonucleases, streptokinase,  hyaluronidase, 
and  the  three  erythrogenic  toxins  that  are  re- 
sponsible for  the  rash  of  scarlet  fever. 

Fuzzy,  hair-like  fimbriae  project  out  from  the 
cell  wall  and  are  responsible  for  the  attach- 
ment of  the  streptococcus  to  epithelial  cells.1 
This  attachment,  which  is  a requirement  for 
colonization  and  infection,  allows  the  bacterial 
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toxins  to  be  present  in  sufficient  concentrations 
near  the  pharyngeal  cells  to  cause  clinical  dis- 
ease. The  attachment  process  is  a phenomenon 
that  is  dependent  upon  the  specific  molecular 
structures  of  the  fimbriae  and  the  mucosal  cell 
receptor  site.  In  the  case  of  streptococcal  at- 
tachment, the  lipoteichoic  acid  fimbriae  “fit  into” 
the  albumin-like  protein  receptor  sites  on  the 
epithelial  cell  surface.  The  affinity  that  the 
streptococcus  shows  for  the  upper  respiratory 
tract  depends  upon  the  presence  of  these  spe- 
cific receptors. 

A recent  study  shows  that  the  streptococcus 
does  not  attach  to  the  pharyngeal  wall  in  chil- 
dren under  one  year  of  age,  presumably  because 
receptor  sites  have  not  yet  developed.2  This  ac- 
counts for  the  observation  that  both  streptococcal 
pharyngitis  and  rheumatic  fever  are  extremely 
rare  in  infants.  Without  pharyngeal  receptors, 
there  can  be  no  attachment  and  therefore  no 
infection.  A future  strategy  to  treat  or  prevent 
streptococcal  disease  may  involve  blocking  of 
bacterial  attachment  by  using  receptor  analogues 
or  vaccines  against  the  fimbriae  structures.1 
Clinical  Problems 

Since  antibiotic  treatment  probably  does  not 
decrease  the  symptoms  of  pharyngitis,3  the  clini- 
cal management  of  streptococcal  sore  throat  is 
primarily  aimed  at  prevention  of  rheumatic  fever 
and  suppurative  complications.  The  rheumatic 
fever  attack  rate,  calculated  in  military  recruits 
in  the  1940s,  was  3%  for  untreated  cases  of  strep- 
tococcal pharyngitis.  Current  attack  rates  are 
unknown  but  are  certainly  much  lower  than 
3%  and  have  been  estimated  at  about  0.12%. 4 
The  decline  in  rheumatic  fever  began  even  be- 
fore the  introduction  of  antibiotics  and  may  be 
due,  to-improved  host  resistance,  diminished  or- 
ganism virulence,  or  improved  diagnosis.  For 
example,  mitral  valve  prolapse  may  have  been 
incorrectly  diagnosed  as  rheumatic  fever  in  the 
past. 

Despite  the  decline  in  frequency,  rheumatic 
fever  certainly  does  still  exist  and  so  the  clinician 
must  know  how  to  manage  streptococcal  pharyn- 
gitis and  interpret  throat  cultures.  Eighteen  to  24 
hours  after  a sheep  blood  agar  plate  is  streaked, 
the  incubated  plate  should  be  examined  for  beta 
(clear)  hemolysis,  inhibition  of  growth  around 


a bacitracin  disc,  and  for  the  typical  1 to  2 mm 
white-gray  colony  morphology.  Staphylococcal 
colonies  can  also  cause  beta  hemolysis,  but  these 
can  be  differentiated  from  streptococcus  by  the 
bubbling  that  occurs  when  the  colony  is  mixed 
with  a drop  of  3%  hydrogen  peroxide  on  a 
microscope  slide  (slide  catalase  test).5 

Generally,  antibiotic  treatment  need  not  begin 
until  after  the  culture  result  is  reported  back  as 
positive.  However,  one  might  choose  to  start 
treatment  while  awaiting  culture  results  in  chil- 
dren with  1)  a past  history  of  rheumatic  fever, 

2)  a recent  family  history  of  rheumatic  fever, 

3)  evidence  of  scarlet  fever,  4)  a very  toxic  ap- 
pearance, or  5)  where  community  epidemics  of 
streptococcal  disease  exist.  In  contrast,  there 
may  be  some  situations  where  the  risk  of  a treat- 
ment complication  is  greater  than  the  risk  of 
developing  rheumatic  fever.  It  has  even  been 
suggested  that  in  certain  areas  where  the  rheu- 
matic fever  attack  rate  is  extremely  low,  treat- 
ment of  a positive  throat  culture  may  not  be 
necessary.4 

Treatment  of  streptococcal  sore  throat  to  pre- 
vent rheumatic  fever  does  not  require  high  anti- 
biotic levels  but,  rather,  persistent  levels  to  kill 
off  all  organisms.  The  American  Heart  Associ- 
ation recommends  buffered  penicillin  G,  200,000 
to  250,000  units  tid  or  qid  for  10  full  days.6  If 
patient  compliance  with  oral  medications  might 
be  a problem,  intramuscular  benzathine  penicil- 
lin can  be  used  in  a dose  of  600,000  units  for 
children  under  60  lb  and  1,200,000  units  for  those 
weighing  more  than  60  lb.  Erythromycin,  despite 
some  recent  reports  of  increased  resistance  in 
Japan,7  remains  the  medication  of  choice  for 
American  children  who  are  allergic  to  penicillin. 

The  Carrier  State 

The  clinician  must  remember  that  not  all  pa- 
tients with  a positive  throat  culture  actually  have 
infection  with  group  A streptococcus.  About 
15%  of  the  population  are  carriers  who  chronic- 
ally have  the  organism  present  in  their  throat 
but  who  do  not  develop  an  antibody  response  to 
the  streptococcus  and  therefore  are  not  at  risk 
of  developing  rheumatic  fever.  These  patients 
are  generally  not  contagious.8  Unfortunately, 
there  is  no  simple,  rapid  method  that  enables 
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the  office  physician  to  differentiate  the  carriers 
from  those  who  are  truly  infected. 

To  further  add  to  the  confusion,  there  is  a 
group  of  patients,  who  have  incorrectly  been 
called  carriers  in  the  past,  who  actually  have 
asymptomatic  infections.  Unlike  true  carriers, 
these  patients  do  develop  an  antibody  response 
(ie,  an  elevated  ASO  titer)  and  are  thus  at  risk 
for  developing  rheumatic  fever.  In  fact,  30% 
of  all  rheumatic  fever  cases  follow  these  asymp- 
tomatic infections.8  Because  these  patients  are 
truly  infected,  they  can  spread  their  disease  to 
others. 

Recent  reports  state  that  despite  proper  anti- 
biotic therapy,  the  rate  of  treatment  failure  is 
high  (25%  to  40%)  in  streptococcal  pharyn- 
gitis.9 Since  failure  to  eradicate  the  organism 
from  the  throat  can  lead  to  rheumatic  fever,  the 
clinician  is  left  with  the  questions:  Should  the 
patient  be  recultured?  Should  the  patient  be 
retreated?  There  are  no  exact  answers  at  this 
time,  but  it  seems  that  most  of  those  patients 


from  whom  the  organism  is  not  eradicated  are 
true  carriers.  Since  these  carriers  are  not  generally 
dangerous  to  themselves  or  to  others,  recultur- 
ing following  treatment  is  probably  not  neces- 
sary in  most  situations,  especially  in  light  of  de- 
clining rheumatic  fever  rates.10  Of  course,  in 
families  with  a history  of  rheumatic  fever  or 
where  recurrent  infections  are  being  “ping- 
ponged”  around  in  the  household,  reculturing 
and  retreating  may  be  warranted. 
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the  entire  manual.  Also  absent  is  an  adequate 
differential  diagnosis  list  for  each  disorder.  The 
treatment  recommendations  are  accurate  and  up 
to  date,  though  rather  superficial  and  nonspecific. 
This  is  as  one  might  expect,  as  nurses  are  not 
taught  to  make  diagnoses  or  prescribe  treatment. 

While  the  Handbook  of  Infectious  Diseases 
would  not  be  particularly  useful  as  a text,  it 
can  come  in  handy  as  a manual  for  medical 
students  and  house  staff.  In  fact,  anyone  need- 
ing a quick  reference  would  appreciate  this  con- 
cise, well  organized  handbook  covering  virtually 
every  common  ( and  most  uncommon ) infectious 
disease  seen  in  modern  medical  practice. 

Richard  L.  Uhl,  BS 

Mr.  Uhl  is  a fourth-yeai  medical  student  at  Jefferson  Medical 
College. 
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ADVANCES  IN  INFLAMMATION  RESEARCH,  Vol- 
ume 5,  edited  by  Gerald  Weissman,  M.D.,  Raven 
Press,  New  York,  1983.  220  pp.  Price  $39.00. 

This  volume  is  the  newest  in  a series  which 


details  our  evolving  understanding  of  the  inflam- 
matory response  in  man  and  how  it  relates  to 
diverse  mammalian  characteristics,  particularly 
immunity  and  tissue  repair.  As  in  earlier  vol- 
umes, Dr.  Weisman  has  collected  a series  of 
papers  from  leading  investigators  in  various  areas 
of  the  inflammatory  response.  Included  in  this 
volume  are  discussions  of  soluble  mediators  of 
inflammation,  including  interlukins,  which  are 
prime  examples  of  a class  of  soluble  lympho- 
cyte products  which  aid  in  mediating  a variety 
of  biologic  functions  and  are  known  as  lympho- 
kines;  the  modulation  of  wound  repair  by  soluble 
mediators;  the  chemotactic  factor  induced  by  the 
phagocytosis  of  monosodium  urate  and  other 
inflammatory  crystals. 

There  is  a chapter  reviewing  current  concepts 
of  clearance  mechanisms  by  the  reticulo-endo- 
thelial  system.  There  is  a chapter  devoted  to 
current  understanding  of  how  chondrocytes  can 
be  activated  to  modulate  the  degradation  of 
articular  cartilage.  Complement  activation  and 
the  role  of  polymorphonuclear  leukocytes  in  the 
adult  respiratory  distress  syndrome  are  reviewed. 
Finally,  there  is  a discussion  in  two  papers  of 
intrinsic  proteolytic  enzymes  in  granulocytes. 

In  summary,  this  slim  volume  is  an  excellent 
resource  for  the  basic  investigator  interested  in 
the  inflammatory  response  as  well  as  the  clini- 
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cian  who  has  a particular  interest  in  this.  It  is 
quite  expensive  at  $39.00. 

James  H.  Newman,  M.D. 
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UROLOGY:  GUIDE  FOR  DIAGNOSIS  AND  THER- 
APY, by  Carl-Erich  Aiken,  M.D.,  Jurgen  Sokeland, 
M.D.,  and  Rainer  M.  E.  Engel,  M.D.,  Year  Book 
Medical  Publishers,  Chicago,  1982.  381  pp.  Illus. 
Price  $18.95. 

This  is  an  excellent  synopsis  of  general  ur- 
ology. It  is  very  easy  reading,  with  summaries 
and  important  facts  highlighted  throughout  the 
book  in  shaded  blocks  or  bold  print.  Also,  inter- 
spersed throughout  the  text  are  helpful  tables, 
photographs,  and  drawings.  Like  the  other 
Thieme  Flexibooks,  this  is  a pocket-size  volume 
filled  with  much  useful  information. 

It  covers  many  urological  topics,  including 
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anatomy  and  physiology,  diagnostic  testing  and 
examination,  infections,  tumors,  and  calculi.  The 
chapter  on  urological  emergencies  is  particularly 
informative,  as  is  the  final  chapter  entitled  “Dis- 
ability Determination:  Legal  Considerations.” 

As  a urological  guide  and  review  for  primary 
care  physicians,  this  text  is  very  good,  giving  an 
excellent  overview  of  a wide  range  of  topics,  with 
a list  of  references  for  those  wishing  more  de- 
tailed information. 

Raymond  R.  Strocko,  M.D. 
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HEALING  ARTS  IN  DIALOGUE:  MEDICINE  AND 
LITERATURE,  edited  by  Joanne  Trautman,  South- 
ern Illinois  University  Press,  Carbondale,  Illinois, 
1982.  178  pp.  Price  $16.95. 

This  is  a most  unusual  little  book.  The  In- 
stitute of  Human  Values  in  Medicine  brought 
together  ten  physicians,  writers,  and  literary 
critics  to  explore  the  interactions  between  litera- 
ture and  medicine.  They  met  for  five  “dialogues” 
of  two  days  each  over  a period  of  two  years. 
One  dropped  out  after  the  first  session,  convinced 
the  project  was  useless.  The  other  nine  perse- 
vered through  all  the  sessions.  There  were  four 
M.D.s,  one  of  whom  had  been  a professor  of 
English  before  she  became  a professor  of  psy- 
chiatry. The  other  three  were  an  F. P./author, 
a pathologist/writer,  and  a general  surgeon/ 
essayist. 

The  other  participants  were  an  R.N./poet,  and 
four  authors,  three  of  whom  teach  literature  at 
the  university  level. 

The  “dialogues”  were  chaired  by  Joanne  Traut- 
man, who  is  Professor  of  Humanities  and  Eng- 
lish at  the  Hershey  Medical  Center  of  Penn  State 
University.  She  edited  the  taped  transcripts  of 
the  free-wheeling  meetings  to  produce  this  book, 
which  has  as  its  goal  “.  . . to  contribute  to  the 
education  of  the  physician  and  help  him  under- 
stand the  human  values  he  deals  with  in  his 
daily  practice.” 

Healing  Arts  in  Dialogue  is  just  a beginning. 
I hope  that  this  group  and  others  will  continue 
the  project. 

David  Platt,  M.D. 
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CURRENT  MEDICAL  DIAGNOSIS  AND  TREAT- 
MENT-1983, edited  by  Marcus  A.  Krupp,  M.D., 
and  Milton  J.  Chatton,  M.D.,  Lange  Medical  Pub- 
lications, Los  Altos,  California.  1091  pp.  Price 
$24.00. 

The  editors  of  this  work  are  both  emeritus 
professors  of  medicine  at  Stanford  University 
School  of  Medicine.  They  first  presented  the 
book  in  1962,  and  have  revised  and  updated  it 
yearly.  Besides  the  English  edition,  it  is  now 
available  in  eight  foreign  languages. 

Each  of  the  33  chapters  is  written  by  a person 
who  is  not  only  a medical  school  teacher  but  also 
a practicing  clinician.  Each  chapter  covers  one 
area,  such  as  arthritis,  immunologic  problems, 
medical  genetics,  etc. 

For  each  problem  there  is  a brief  background 
discussion  followed  by  clinical  and  laboratory 
findings,  differential  diagnoses,  then  details  of 
treatment  including  specific  procedures  and 
medicines  with  doses. 

The  work  is  concise  and  practical.  It  makes 
an  excellent  desk  reference,  both  for  the  medical 
student  and  for  the  busy  practicing  physician. 

David  Platt,  M.D. 
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IN  SICKNESS  AND  IN  HEALTH:  SOCIAL  DIMEN- 
SIONS OF  MEDICAL  CARE,  by  Ralph  Hingsan, 
Sc.D.,  Norman  A.  Scotch,  Ph.D.,  James  Sorenson, 
Ph.D.,  et  al,  C.  V.  Mosby  Company,  St.  Louis, 
Missouri,  1981.  278  pp.  Price  $16.95. 

This  book  is  based  on  a course  the  authors 
give  to  students  at  Boston  University  School  of 
Medicine.  They  discuss  the  interpersonal  skills 
and  knowledge  needed  for  a doctor’s  work  with 
patients  and  families,  and  with  other  health  care 
workers:  “.  . . knowledge  of  the  psychologic  and 
sociologic  aspects  of  illness;  awareness  of  the 
complex  ethical,  legal,  and  policy  issues  sur- 
rounding medicine;  and  an  understanding  of  the 
coupled  organizations  involved  in  the  provision 
of  medical  care.” 


doctor-patient  relationship,  patient  compliance, 
social  issues  in  medicine,  and  the  dying  patient. 

This  book  is  invaluable  for  the  medical  stu- 
dent. Most  of  the  material  is  well  known  to  the 
practicing  physician,  but  it  will  be  useful  to  him 
to  see  it  all  put  together  in  one  place. 

David  Platt,  M.D. 


THE  GYNECOLOGY  OF  CHILDHOOD  AND  ADO- 
LESCENCE, by  John  W.  Huffman,  M.S.,  M.D.,  Sir 
C.  John  Dewhurst,  M.B.,  Ch.B.,  Vincent  J.  Caparo, 

M.D.,  W.  B.  Saunders  Company,  Philadelphia, 
1981.  Price  $55.00. 

This  book  would  be  a great  reference  source 
for  anyone  who  cares  for  female  children.  The 
illustrations  are  abundant  and  in  the  main  easy 
to  follow.  One  excellent  chapter,  Examination 
of  the  Premenarchial  Child,  reminds  us  that  far 
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too  often  the  routine  examination  of  female  chil- 
dren’s genitalia  is  deliberately  omitted,  an  action 
the  authors  consider  “puritanically  vicious  when 
it  keeps  the  child  from  receiving  needed  atten- 
tion.” The  authors  are  not  without  a wry  sense 
of  humor;  when  speaking  of  the  fact  that  there 
is  a Peruvian  child  who  became  a mother  at  five, 
they  state  they  hope  she  never  loses  her  dubious 
claim  to  fame  to  an  even  younger  girl. 

Bernadine  Z.  Paulshock,  M.D. 


ARTHRITIS  COMMUNIQUE 

Continued  from  page  385 
osteochondritis  dissecans  is  often  identifiable  on 
routine  x-rays  or  with  arthrography. 

Presenting  symptoms  in  a degenerative  tear  of 
the  meniscus  are  similar  to  the  acute  tear,  but 
the  patient  is  usually  in  his  fourth  through  sixth 
decade  of  life. 

Patellar  subluxation  is  suggested  by  the  pa- 
tient’s history.  The  pain  often  occurs  after  pro- 
longed periods  of  sitting  such  as  when  driving 
or  attending  a movie.  Patellar  tracking  can  be 
checked  clinically  by  having  the  patient  perform 
deep  knee  bends  and  placing  the  thumb  and 
forefinger  on  the  patella.  A persistent  lateral 
subluxation  can  also  be  documented  with  a 
tangential  x-ray. 

Osteonecrosis,  usually  of  the  medial  femoral 
condyle,  is  a more  recently  described  entity. 
The  patient  is  usually  a woman  in  her  sixth  or 
seventh  decade  who  can  describe  almost  the 
exact  moment  when  the  knee  pain  started.  It 
is  often  accompanied  by  effusion.  X-rays  of  the 
knee  are  usually  not  diagnostic  in  the  initial 
stages,  but  a bone  scan  can  be  very  valuable. 

Degenerative  joint  disease  secondary  to  an  in- 
flammatory arthropathy,  osteoarthritis,  or  follow- 
ing old  injury  is  most  evident  on  x-rays.  The 
antero-posterior  x-ray  should  be  performed  with 
the  patient  standing.  A septic  joint  or  a sym- 
pathetic effusion  from  a distal  femoral  osteomye- 
litis is  usually  not  a diagnostic  dilemma.  Bone 
scanning  can  be  very  helpful  in  the  initial  evalu- 
ation of  these  patients. 

This  is  not  an  exhaustive  list  but  we  hope  it 
will  provide  a general  outline  of  the  approach  to 
a patient  with  knee  swelling. 
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DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


The  American  Medical  Association-Education  and  Research  Foundation  is  offering  scholar- 
ships in  clinical  nutrition  to  third-  and  fourth-year  medical  students  who  have  completed 
the  required  clerkships  in  medicine,  surgery,  and  pediatrics.  The  scholarship  program  con- 
sists of  four-  to  six-week  clerkships  in  general,  pediatric,  and  surgical  nutrition  offered 
throughout  the  year  by  23  medical  schools  across  the  country.  A copy  of  the  AMA-ERF 
Description  of  Clerkship  Programs  for  Scholarships  in  Clinical  Nutrition  is  available  for 
student  perusal  in  the  dean’s  office  of  all  US  medical  schools.  For  application  forms  contact: 
Food  and  Nutrition  Program,  AMA,  535  North  Dearborn  Street,  Chicago,  Illinois  G0610. 
Telephone:  (312)  751-6514. 


The  American  College  of  Cardiology  is  sponsoring  a workshop  entitled  A WORKSHOP  FOR 
CARDIOLOGISTS:  PERSONAL  COMPUTERS  IN  OFFICE  PRACTICE  from  August  8-12, 
1983,  in  Bethesda,  Maryland.  Participants  in  the  program  will  be  introduced  to  algorithms, 
computer  architecture,  programming,  word  processing,  the  use  of  spread  sheet  programs, 
and  applications  of  the  personal  computer  to  problems  in  the  cardiologist’s  office.  The  fee 
for  the  course  is  $5,500,  which  includes  an  IBM  PC  Model  No.  5150  computer,  executive 
software,  application  programs,  and  select  text  materials  for  the  registrant  to  keep.  Contact: 
American  College  of  Cardiology,  9111  Old  Georgetown  Road,  Bethesda,  Maryland  20814. 
Telephone:  (301)  897-5400. 


The  Massachusetts  General  Hospital’s  Department  of  Radiology  is  sponsoring  the  second 
combined  workshop  and  Fellowship  in  CARDIOVASCULAR  NUCLEAR  MEDICINE  TECH- 
NOLOGY September  10-11,  1983,  in  Boston.  The  workshop  will  cover  the  physiological 
and  clinical  elements  of  cardiovascular  nuclear  medicine  imaging,  analyze  the  role  of  com- 
puters in  this  field  and  provide  training  in  effective  use  of  them,  and  clarify  standards  for 
top-quality  studies,  pinpointing  the  factors  involved  in  achieving  them.  The  Fellowship  part 
of  the  program,  which  is  open  only  to  those  attending  the  workshop,  will  consist  of  a week- 
long  opportunity  to  take  part  in  actual  practice  of  cardiovascular  nuclear  medicine  at  MGH, 
including  quality  control  procedures,  and  to  attend  the  hospital’s  daily  nuclear  medicine 
conferences.  Participants  in  the  program  will  be  eligible  for  VOICE  credits  of  1.6  CEUs. 
Registration  fee  is  $250  for  both  the  workshop  and  Fellowship.  Contact:  Educational 
Resources  Associates,  Inc,  P.O.  Box  369,  Brookline,  Massachusetts  02146.  Telephone:  (617) 
738-8859. 


A national  conference  entitled  IMPACT  OF  LIFESTYLES  ON  CHILD  AND  ADOLESCENT 
HEALTH  PROBLEMS,  cosponsored  by  the  American  Medical  Association  and  the  Illinois 
State  Medical  Society,  will  be  held  September  10-11,  1983,  at  the  Chicago  Hyatt  Regency 
Hotel.  The  program  will  examine  dietary  patterns,  planned  parenthood,  sexual  exploitation, 
technological  impacts,  and  violence  in  the  lives  of  young  persons.  Contact:  Michael 

Cherskov,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312)  751-5458. 
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If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 
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In  Brief 


National 
Committee  on 
the  Child 


The  American  Medical  Association  is  sponsoring  a conference  entitled  NATIONAL  COM- 
MITTEE ON  THE  CHILD  September  8-10,  1983,  in  Chicago.  The  purpose  of  this  con- 
ference is  to  focus  on  the  role  of  the  physician  in  the  prevention  and  treatment  of  common 
health  problems  in  children  that  are  behavior  related,  including  sexual  abuse  of  children, 
depression,  teenage  sexuality  (contraception,  pregnancy,  sexually  transmitted  diseases),  drug 
and  alcohol  abuse,  suicide,  and  homicide.  Contact:  Janice  Hutchinson,  M.D.,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312) 
751-6000. 


Current  Concerns  The  Long  Island  Jewish-Hillside  Medical  Center’s  Division  of  Adolescent  Medicine  is  spon- 
in  Adolescent  soring  the  6th  Annual  Conference  on  CURRENT  CONCERNS  IN  ADOLESCENT  MEDI- 
Medicine  CINE  September  22-23,  1983,  at  the  Warwick  Hotel  in  New  York  City.  Topics  to  be  covered 
will  include:  Growth  Hormone;  Endocrine  Causes  of  Short  Stature;  Vitamins,  Minerals,  Trace 
Elements,  and  Growth  Failure;  Treatment  Modalities  of  Growth  Failure;  Drug  Use  vs.  Abuse; 
Juvenile  Violence;  and  Indications  for  Psychiatric  Hospitalizations.  This  continuing  medical 
education  activity  meets  the  criteria  for  12  credit  hours  in  Category  I from  the  Accreditation 
Council  for  Continuing  Education.  Contact:  Ann  J.  Boehme,  Continuing  Education  Coordi- 
nator, Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New  York.  Telephone: 
(212)  470-2114. 


Update  in  A Board  Review  Program  entitled  UPDATE  IN  CARDIOLOGY  will  be  presented  by  the 

Cardiology  American  College  of  Cardiology  and  the  Emory  University  School  of  Medicine’s  Department 
of  Medicine  October  10-13,  1983,  in  Atlanta  at  the  Colony  Square  Hotel.  The  program  is 
designed  for  physicians  who  wish  to  update  their  cardiology  practices  and  will  serve  as  an 
excellent  review  for  subspecialty  Board  candidates.  Emphasis  will  be  placed  on  advances 
in  cardiology  such  as  echocardiography,  use  of  radionuclides  in  cardiac  diagnosis,  and  the 
diagnosis  and  management  of  arrhythmias.  Recently  emphasized  clinical  syndromes,  electro- 
cardiographic pattern  interpretation,  cardiovascular  pharmacology,  cardiovascular  radiology, 
congenital  heart  disease,  cardiopulmonary  disease,  and  advances  in  coronary  care  also  will 
be  discussed.  Contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 


Precursors  to  a Consensus  Development  Conference  on  PRECURSORS  TO  MALIGNANT  MELANOMA 
Melanoma  will  be  held  October  24-26,  1983,  at  the  National  Institutes  of  Health  in  Bethesda,  Maryland. 

The  conference  is  cosponsored  by  the  National  Cancer  Institute  and  the  Office  of  Medical 
Applications  of  Research  of  the  National  Institutes  of  Health.  This  conference  will  organize 
and  consolidate  information  on  pigmented  lesions  as  precursors  to  malignant  melanoma.  It 
will  focus  on  two  precursors— dysplastic  nevi  and  congenital  nevi— and  will  determine  which 


DICTOGRAPH 

Burglar  And  Fire 
Alarm  Systems 
And  CCJV  Systems 
For  Home  And  Business 

762-7220 


Del  Med  Jrl,  July  1983— Vol  55,  No  7 


437 


In  Brie) 


data  are  available  on  these  nevi  as  melanoma  precursors.  Following  two  days  of  presentat- 
ions by  medical  experts  and  discussion  by  the  audience,  a Consensus  Panel  will  consider 
the  scientific  evidence  and  formulate  a statement  responding  to  key  questions.  Participants  I 
will  be  eligible  for  Category  I credit  hours  of  the  Physician’s  Recognition  Award  of  the  AMA. 
There  is  no  charge  for  registration.  Contact:  Rosemary  Yancik,  Ph.D.;  Division  of  Resources, 
Centers,  and  Community  Activities;  National  Cancer  Institute;  National  Institutes  of  Health; 
Blair  Building,  Room  729;  Silver  Spring,  Maryland  20205.  Telephone:  (301)  427-8636. 


Annual  Meeting  The  South  Carolina  Chapter  of  the  American  Academy  of  Family  Physicians  will  hold  its 
of  the  SCAFP  35th  ANNUAL  MEETING  November  3-5,  1983,  at  the  Myrtle  Beach  Hilton,  Myrtle  Beach, 
South  Carolina.  Contact:  Margaret  Turner,  323  Pinehurst  Drive,  P.O.  Box  771,  Mauldin, 
South  Carolina  29662.  Telephone:  (803)  288-6647. 


ACRM/AAPM&R 
Annual  Meeting 


The  ANNUAL  SCIENTIFIC  MEETINGS  of  the  American  Congress  of  Rehabilitation  Medi- 
cine and  the  American  Academy  of  Physical  Medicine  and  Rehabilitation  will  be  held  Novem- 
ber 6-11,  1983,  at  the  Westin  Bonaventure  Hotel  in  Los  Angelos.  Among  topics  scheduled 
for  discussion  are:  The  Role  of  the  Professional  Health  Worker  in  the  Prevention  of  Disability; 
Update  in  the  Diagnosis  and  Treatment  of  Multiple  Sclerosis;  Metabolic  Aspects  of  Physical 
Fitness;  Head  Injuhy  Rehabilitation;  Management  of  Pain;  Management  of  Foot  Problems; 
Fertility  and  Reproduction  in  Spinal  Cord  Injury;  and  Disability  Evaluation.  Contact:  Creston 
C.  Herold,  Executive  Director,  ACRM/AAPM&R,  30  North  Michican  Avenue,  Chicago, 
Illinois  60602.  Telephone:  (312)  236-9512. 


Treatment  of  The  Second  Annual  Postgraduate  Conference  entitled  TEMPOROMANDIBULAR  JOINT— 
Joint  Disease  PAIN  AND  DYSFUNCTION  is  scheduled  for  November  10-12,  1983,  at  the  Sheraton  Centre 
Conference  Hotel  in  New  York  City.  The  conference  is  sponsored  by  the  University  of  Rochester  School 

of  Medicine  and  Dentistry  and  Strong  Memorial  Hospital  in  Rochester,  New  York.  Topics 
will  include  clinical  evaluation,  electromyogram  (EMG)  analysis,  arthrographic  and  compu- 
terized tomographic  (CT)  diagnosis,  arthrographically  assisted  splint  therapy,  computerized 
nuclear  scanning  techniques,  analysis  of  joint  sound,  and  both  surgical  and  nonsurgical 
methods  of  managing  TMJ  pain  and  dysfunction.  Expanded  sessions  on  treatment  methods 
will  explore  the  pitfalls  of  splint  therapy,  surgical  meniscus  plication,  and  the  silastic  implant 
technique.  Registration  fee  for  the  program  is  $375.  Participants  in  the  program  will  be 
eligible  for  24  hours  of  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
AMA.  Contact:  Educational  Resources  Associates,  Inc.,  P.O.  Box  369,  Brookline,  Massa- 
chusetts 02146.  Telephone:  (617)  738-8859. 
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SOCIETY  PONDERS  LEGITIMATE  QUESTIONS 


The  recent  series  of  five  articles  by  Jane  Harriman  in  The  News-Journal 
papers  regarding  physician  entrepreneurship  and  potential  conflict  of  interest 
has  stimulated  much  discussion  not  only  in  lay  circles  but  also  within  the  medi- 
cal community. 

The  articles  have  raised  legitimate  questions.  It  is  unfortunate,  however, 
that  in  doing  so,  they  have  not  only  created  another  obstacle  in  patient-physician 
relationships  by  planting  seeds  of  distrust  but  they  have  also  painted  the  entire 
profession  with  the  same  brush. 

The  public  and  the  legislature  must  be  assured  that  ancillary  and  diagnostic 
medical  services  are  used  only  when  appropriate  and  are  of  the  highest  quality 
and  that  personal  profit  in  utilization  of  such  services  is  not  a significant  and 
prime  objective  of  the  physician. 

It  is  my  personal  feeling  that  the  answer  is  not  in  the  legislature,  nor  is  it 
in  the  altruistic  ivory  tower  approach  of  Dr.  Arnold  S.  Reiman  of  The  New 
England  Journal  of  Medicine.  Highly  restrictive  legislation  would  not  be  in  the 
best  interest  of  the  public,  because  bureaucratic  intrusion  and  solutions  usually 
create  more  problems  than  they  solve. 

Although  many  of  us  in  the  profession  may  have  been  offended  by  the 
innuendos,  ignoring  the  legitimate  questions  that  have  been  raised  will  not 
make  them  go  away.  It  is,  in  my  opinion,  incumbent  upon  organized  medicine 
to  address  the  issue  directly.  In  the  coming  months,  the  Medical  Society  of 
Delaware  will  attempt  to  do  so. 


Ignatius  J.  Tikellis,  M.D. 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 

COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime  Existing  members,  however, 
may  switch  on  the  anniversary  date  — June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 
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PULMONARY  EMBOLISM  AND  CLINICAL 
DECISION-MAKING  IN  THE  COMPUTER  AGE 


Herbert  J.  Keating,  III,  M.D. 


Of  all  the  tasks  that  society  asks  of  physicians, 
perhaps  the  most  important  is  the  task  of  clinical 
decision-making.  In  this  paper,  I summarize  a 
model  of  the  decision-making  process  and  dis- 
cuss the  recent  concept  of  “medical  decision 
support  system,”  a term  that  encompasses  an 
array  of  tools  available  to  clinicians  to  improve 
clinical  decision-making,  some  of  which  I apply 
here  to  a ease  of  possible  pulmonary  embolism. 

I will  summarize  by  speculating  about  the 
future  of  computer  support  of  medical  decision- 
making. 

The  Decision-Making  Process 

Since  about  1968,  attempts  at  modeling  the 
medical  decision-making  process  have  been 
made.1'4  The  simplest  model  of  the  decision- 
making process  in  medicine  is  shown  in  Figure 

Dr.  Keating  is  Assistant  Director  of  the  Department  of  Medi- 
cine at  The  Wilmington  Medical  Center. 

This  paper  was  adapted  from  a presentation  at  the  Delaware 
Academy  of  Medicine  in  February  1983. 
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1.  Clinicians  produce  something  via  a decision- 
making process.  What  they  produce,  their  out- 
put, is  usually  one  of  three  things:  1)  diagnosis, 
2)  therapy,  or  3)  prognostic  information.  What 
we  clinicians  produce  comes  about  by  process- 
ing information  derived  from  what  the  patient 
tells  us,  what  we  read  in  old  records,  what  we 
feel  or  percuss,  or  what  we  get  from  the  labora- 
tory. 

Clearly,  decision-making  does  not  end  with 
one  pass  through  the  decision-making  process. 
There  is  a feedback  loop  option  available  to 
clinicians  such  that  an  output  product,  for  ex- 
ample the  diagnosis  of  anemia,  prompts  further 
processing.  (Figure  2)  The  finding  of  anemia  in 
a 56-year-old  man  who  presented  with  fatigue 
would  prompt  a decision  to  look  at  his  red  blood 
cell  indices.  If  after  another  such  procesing  step, 
a microcytic,  hypochromic  pattern  were  recog- 
nized, this  would  in  turn  prompt  a search  for 
iron  deficiency,  which  if  found  would  prompt 
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Figure  i 

Simple  model  of  the  decision-making  process 
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a search  for  an  oocult  gastrointestinal  bleeding 
problem,  and  so  on. 

But  what  goes  on  in  this  processing  area? 
Can  we  improve  the  process?  Can  we  be  better 
decision-makers? 

In  our  search  for  a description  of  what  goes 
on  in  the  process  diagramed  as  a triangle,  we 
might  begin  with  a retrospective  review  of  our 
clinician  mentors  and  how  they  made  decisions. 
They  seemed  to  know  a lot,  and  to  have  “good 
clinical  judgment.”  They  seemed  to  be  well 
able  to  gather  appropriate  information  about  an 


evolving  clinical  situation,  compare  it  to  their 
previous  experience  and  knowledge,  and  finally, 
to  produce  appropriate  diagnoses,  therapies,  and 
prognostic  information. 

Figure  3 shows  the  triangle  process  broken 
down  into  elements  identified  by  our  examina- 
tion of  our  mentors.  “Knowing  a lot”  translates 
in  current  parlance  into  “sound  data  base.”  The 
mentor  with  “good  clinical  judgment”  would  be 
described  in  computerese  as  having  “sound  in- 
ference methods.”5 

Medical  decision  support  systems  are  designed 


Figure  2 

Feedback  loop  in  decision  making 
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Figure  3 

The  elements  of  the  process 


Inference  Methods  + Data  Base 


to  increase  available  reference  data  base  and 
improve  clinical  inference  methods. 

"Knowing  a lot":  Having  a good  data  base 

Clinicians  would  not  be  good  decision-makers 
without  ready  access  to  reference  information, 
which  may  be  stored  in  brain,  book,  or  another 
system.  Because  of  the  “sheer  enormity  of  in- 
formation”6 computers  are  beginning  to  supple- 
ment the  brains  and  books  of  clinicians.  Sys- 
tems for  data  retrieval  on  a national  level  are 
being  developed,7  and  will  be  available  to  indi- 
vidual microcomputers  by  modems,  ie,  devices 
which  interface  with  each  other  via  the  tele- 
phone. Systems  to  improve  a clinician’s  data 
base  by  continuing  medical  education  are  also 
being  developed.8'9 

"Having  good  judgment":  Aides  to  sound 
inference  methods 

Clinicians  have  long  used  various  methods 
to  supplement  their  endogenous  inference 
methods.  Because  of  our  limited  brains,  we  use 
mnemonics  like  “.  . . dry  as  a bone,  red  as  a 
beet,  etc.  . . .”10  to  help  us  diagnose  atropine 
poisoning.  We  also  use  mathematical  formu- 
las to  support  our  decision-making,  helping  us, 
for  example,  to  calculate  and  correct  bicarbon- 
ate deficits. 

Not  only  do  we  have  limited  memory  and 
calculation  abilities,  we  are  also  limited  by 
social  and  psychological  factors,11’12  as  illus- 
trated by  the  following  examples:  The  indica- 
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tions  for  emergency  endoscopy  for  upper  gastro- 
intestinal bleeding  vary  widely,  dependent  on 
the  time  of  day  or  night;  the  way  we  approach 
and  treat  the  patient  with  sexual  dysfunction 
depends  on  our  own  personality;  a decision 
reached  by  a group  of  physicians  may  be  quite 
different  from  a decision  reached  by  a single 
clinician  for  the  same  clinical  situation. 

Figure  4 is  a list  of  medical  decision  support 
systems  that  clinicians  are  using  to  supplement 
their  brain  power.  I will  give  examples  illus- 
trating these  decision  support  systems  within  the 
context  of  a clinician  case  involving  pulmonary 
embolism. 

Decision  Support  Systems  and  Pulmonary 
Embolism 

Pulmonary  embolism  has  been  one  of  the 
banes  of  clinicians’  existence.  We  are  accused 
of  over-  and  under-diagnosis.  We  are  provided 
with  many  diagnostic  techniques  of  variable 
sensitivity  and  specificity,  and  we  have  an  array 
of  risky  therapies.  And  yet,  pulmonary  embo- 
lism is  usually  an  acute  problem,  requiring  ur- 
gent decision-making. 

The  Case: 

A 48-year-old  male  executive  who  suffered 
an  inferior  myocardial  infarction  two  years 
prior  to  admission  presents  to  the  emergency 
room  with  acute  onset  of  chest  pain,  worse 
with  breathing  deeply. 

Aside  from  his  myocardial  infarction,  he 
Figure  a 

Survey  of  dec i s ion  support  systems 
Mnemonics 

Mathematical  formulas 
Algor i th ims 

Linear  discriminant  functions 
Rule-based  methods 
Decision  analysis  and  other 

BAYESIAN  METHODS 

Artificial  intelligence  methods 
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has  been  well.  He  has  quit  smoking  and  has 
taken  up  jogging. 

On  physical  exam,  he  has  a pulse  rate  of 
105  per  minute,  a respiratory  rate  of  20,  and 
is  afebrile. 

The  rest  of  the  physical  exam  is  within 
normal  limits.  Blood  gas  examination  per- 
formed while  he  is  breathing  room  air  shows 
a PaOo  of  92  mm  of  mercury  and  a PaC02  of 
30  mm.  The  attending  physician  is  called 
while  the  patient  is  at  the  Nuclear  Medicine 
Laboratory  having  a perfusion  lung  scan  which 
shows  a “segmental”  defect  in  the  right  upper 
lobe  which  is  not  seen  on  plain  chest  x-ray. 

What  is  the  likelihood  that  this  patient  has 
pulmonary  embolism?  What  course  of  action 
should  be  taken?  The  decision  support  system 
outlined  in  Figure  4 can  be  applied  to  this  case. 

Although  I am  not  aware  of  a mnemonic  ap- 
plied to  pulmonary  embolism,  I have  no  doubt 
that  one  exists  somewhere. 

An  appropriate  mathematical  formula  to  apply 
to  this  clinical  situation  might  be  the  calculation 
of  the  alveolar-arterial  oxygen  difference  using 
the  information  from  the  blood  gas  reports.  In 
this  patient,  the  A-a  gradient  is  about  20  mm  of 
mercury,  a rather  small  increase  over  normal, 
making  the  likelihood  of  pulmonary  embolism 
less  than  if  the  A-a  gradient  were  larger. 

An  algorithmic  support  system  like  those  that 
have  been  applied  to  the  laboratory  diagnosis  of 
hepatitis  B,13  for  example,  might  specify  that  the 
next  diagnostic  branch  at  this  point  in  the  evalu- 
ation of  a case  of  suspected  pulmonary  embolism 
is  further  study  with  angiography. 

Discriminant  functions  might  use  a mathe- 
matical formula  to  weigh  various  factors  in  the 
patient’s  presentation,  thereby  arriving  at  a score 
associated  with  his  particular  likelihood  of  hav- 
ing pulmonary  embolism. 

A rule-based  method  would  apply  a rule  to 
a specified  situation.  For  example,  the  applica- 
tion of  a rule  stating  that  a Pa02  of  90  mm  of 
Hg  or  more  is  unlikely  in  significant  pulmonary 
embolism  would  conclude  that  that  disease  was 
unlikely  in  our  patient. 
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Bayesian  decision  support  systems  involve  the 
application  of  Bayes’  theorem  to  clinical  in- 
formation. Bayes’  theorem  permits  the  clinician 
to  take  into  account  the  pre-test  probability  of 
a disease,  as  well  as  the  sensitivity  and  specificity 
of  the  applied  test.  Bayes’  formula  for  a positive 
result  of  a test  for  pulmonary  embolism  (PE)  is: 

P(D/T)  = P(T/D)  P(D) 

P(T/D)  P(D)  + P(T/D)  P(D) 

where  P(D)  = probability  of  PE  before 
test  is  applied 

P ( D ) = probability  of  no  PE  before 
test  is  applied 

P(T/D)  = probability  of  a positive 
test  given  the  presence  of 
PE  (sensitivity) 

P(T/D)  = probability  of  a positive 
test  for  PE  given  the  ab- 
sence of  PE  (“false  posi- 
tive rate”  = 1 - specificity ) 

Applying  the  Bayes’  formula  to  the  case  of 
pulmonary  embolism  is  illustrative  of  the 
strengths  of  Bayesian  decision  support  systems. 
Let’s  hypothesize  that  the  patient  had  a 10% 
chance  of  pulmonary  embolism  before  the  per- 
fusion scan.  Let’s  assume  that  a perfusion  scan 
has  a 98%  sensitivity,  but  only  a 50%  specifi- 
city.14 If  we  solve  for  P(D/T),  the  likelihood 
of  pulmonary  embolism  with  a positive  perfusion 
scan,  the  probability  changes  from  10%  to 
18%,  a not-too  dramatic  increase. 

P(D/T)  = (.98)  (.1)  = .179 

(.98)  (.1)  + (.50)  (.90) 

An  extension  of  Bayes’  formula  in  which  al- 
ternative decisions  are  displayed  and  value  as- 
signed to  different  outcomes  of  these  decisions  is 
called  decision  analysis.  Decision  analysis  in- 
volves construction  of  decision  trees;  this  tech- 
nique has  recently  been  applied  to  medicine. 
The  strengths  of  decision  analysis  as  well  as  its 
limitations  have  been  discussed.15’16  The  elements 
of  decision  trees  are:  1)  the  clinical  starting 
point;  2)  decisions,  represented  in  the  decision 
tree  by  boxes;  3)  the  probabilities  involved,  usu- 

Del  Med  Jrl,  Aucust  1983 — Vol  55,  No  8 


Pulmonary  Embolism  and  Clinical  Decision-Making  in  the  Computer  Age  — Keating 


Figure  5 


A STARTING  POINT: 

DECISIONS: 

PROBABILITIES: 


Outcomes  with 

VALUE  ("UTILITY")  : 


Examples  of  the 

ANALYSIS  FOR  THE 
EMBOL I SM 

ally  represented  by  circles;  and  4)  outcomes, 
with  assigned  values. 

For  our  patient  with  a possible  pulmonary 
embolism,  the  elements  are  given  in  Figure  5. 
Our  starting  point  is  a 48-year-old  man  with 
chest  pain  and  a perfusion  defect  on  lung  scan. 
Our  decision  choices  are  to  treat  with  antico- 
agulation or  not  to  treat,  or  to  test  further.  The 
probabilities  involved  are  multiple  and  include. 


48-YEAR-OLD  MALE  WITH 
CHEST  PAIN,  PERFUSION 
DEFECT  ON  LUNG  SCAN 

□ 

TO  ANTICOAGULATE? 

TO  TEST  FURTHER? 

O 

E.G.  PROBABILITY  OF  A 
POSITIVE  SCAN  RESULT 
INDICATING  PULMONARY 
EMBOL ISM 


E.G.  1 YEAR  SURVIVAL 


ELEMENTS  OF  DECISION 
CASE  OF  PULMONARY 


for  example,  the  probability  of  a favorable  out- 
come after  anticoagulation  therapy.  The  values 
of  the  outcomes  (their  “utility”)  are  expressed 
in  rectangular  boxes;  these  can  be  any  measured 
value.  In  decision  analysis  studies  to  date, 
utility  has  been  mostly  expressed  either  in  terms 
of  patient  survival  or  dollars. 

Figure  6 shows  a simple  decision  tree  for  our 
case  of  pulmonary  embolism.  Our  decision  al- 


FlGURE  6 


Decision  tree  for  the  case  of  pulmonary 
embolism  (PE)  (Arrows  indicate  further 
consequences ) . 
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ternatives  are  to  treat  or  not  to  treat  with  anti- 
coagulation, or  to  test  further.  If  we  decide 
to  test  further,  we  face  a probability  of  having 
a complication  of  the  test.  And,  if  we  decide 
to  test  further,  the  test  could  be  positive  or  nega- 
tive, with  various  subsequent  probabilities  of 
presence  or  absence  of  pulmonary  embolism. 

By  assigning  a value  to  the  different  outcomes 
and  by  searching  the  literature  or  other  sources 
of  probabilities,  decision  analysis  can  assign 
values  to  the  different  decision  alternatives.  The 
process  is  a mathematical  sum  of  the  weighted 
outcome  values  dependent  on  the  probability 
assigned. 

Incorporating  the  assumptions  and  probabili- 
ties summarized  in  Table  I,  decision  analysis 
of  our  case  would  predict  a survival  probability 
of  0.983  for  the  decision  to  treat  with  antico- 
agulation without  further  study.  (Figure  7) 
This  value  is  higher  than  that  of  the  other  two 
decision  branches,  and  thus  represents  the  de- 
cision with  the  highest  expected  survival  value. 

This  decision  tree  was  constructed  for  illus- 


TABLE  I 

Assumptions  and  probabilities  in 

DECISION  ANALYSIS  OF  OUR  CASE  OF 
SUSPECTED  PULMONARY  EMBOLISM 

1.  Test  applied  = angiography 

95%  SENSITIVITY 
98%  SPECIFICITY 

2.  1%  MORTALITY  WITH  PULMONARY  ANGIOGRAPHY 

3.  Probability  of  PE*  with  no  further  test 
= 0.18 

Probability  of  no  PE  with  no  further  test 
= 0.82  (1  - 0.18) 
a.  Utility  value  assigned  as: 

1 SURVIVE,  0 DIE 
5.  Probability  of  dying 

FROM  PE  WITHOUT  Rx  = 0.30 
FROM  PE  WITH  Rx  = 0.05 

FROM  RX  ALONE  = 0.01 

*PE  = PULMONARY  EMBOLISM 


FIGURE  7 


THE  DEC  I S I ON  TO  TREAT  WITH  ANT  I COAGUL AT  ION  HAS  THE 
HIGHEST  EXPECTED  VALUE. 


♦CALCULATED  SURVIVAL  = 0.18  (0.70)  ♦ 0.82  = 0.946 
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tration  only,  and  does  not  necessarily  represent 
the  “right”  decision.  However,  one  of  the 
strengths  of  decision  analysis  is  that  probabilities 
and  values  can  be  tested  in  order  to  identify 
those  factors  that  are  critical  to  a particular 
clinical  decision;  this  testing  is  called  sensitivity 
analysis. 

Bayesian  decision  support  systems  are  well- 
supported  by  computerization  as  computers  en- 
able rapid  testing  of  different  probabilities  and 
different  values  and  enable  visual  display  of 
critical  points  in  the  analysis. 

The  newest  area  of  medical  decision  support 
systems  is  that  of  artificial  intelligence.  This 
threatening-sounding  term  is  being  applied  to 
wide  areas,17  but  its  clinical  applications  are 
still  in  a promising  infancy.  Most  artificial  in- 
telligence (AI)  systems  in  experimental  clinical 
use  now  are  “knowledge-based”  and  involve 
comparison  of  entered  information  with  a data 
base.  A computer-assisted  AI  system  for  pul- 
monary embolism  might  involve  a computer 
“asking”  the  clinician  for  information  about  the 
patient  with  suspected  pulmonary  embolism  and 
then  comparing  that  information  to  its  pre- 
viously entered  data-base  to  identify  the  likeli- 
hood of  the  diagnosis. 


In  our  case,  the  computer  might  ask  the  clini- 
cian for  results  of  the  history  and  physical  ex- 
amination, compare  this  information  to  its  data 
base  about  other  patients  with  pulmonary  em- 
bolism, and  then  conclude  that  without  an  under- 
lying predisposing  reason  for  pulmonary  em- 
bolism and  with  a normal  physical  and  labora- 
tory examination,  the  patient  has  a low  proba- 
bility of  pulmonary  embolism.  Sophisticated 
AI  systems  can  incorporate  “learning”  and  add 
new  patient  experience  to  their  data  base. 

Summary 

Clinical  decision-making  is  a complex  task 
involving  serial  processing  of  information  in 
order  to  produce  diagnosis,  prognosis,  or  therapy. 
Computer  support  of  these  tasks  is  soon  likely 
because  of  two  trends:  1)  the  growing  enormity 
of  potentially  relevant  information,  and  2)  the 
evolution  of  lower  cost/higher  capability  com- 
puter systems. 

Figure  8 shows  the  general  areas  of  computer 
application  to  the  practice  setting.  What  is  now 
expensive  and  experimental  will  quickly  become 
less  so.  Over  the  next  decade,  we  can  expect 
that  improvement  in  patient  care  will  be  demon- 
strated as  a result  of  the  application  of  compu- 
terized decision  support  systems,  and  clinicians 


Figure  e 

General  categories  of  computer 

APPLICATIONS  IN  AMBULATORY  PATIENT 
CARE  . 

" EXPENSIVE " 

" EXPER I MENTAL" 

A 

Medical  decision-making: 

Decision  support  systems 
A 

Medical  record-keeping: 

MEDICAL  DATA/INFORMATION 

RETRIEVAL  AND  TRANSFER 
A 

"Business"  tasks: 

Scheduling 

Billing 

Accounting 

Payroll 

" low  cost  " 

" practical" 
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will  incorporate  these  tools  into  their  practice 
of  medicine. 
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COMMENTS  ON  GALLBLADDER  DISEASE  AT 
THE  WILMINGTON  MEDICAL  CENTER 

Hardly  a lecture  or  conference  on  gallbladder 
disease  passes  where  alliteration  of  “fair,  fat, 
fertile,  and  forty”  is  not  mentioned.  While  this 
group  does  comprise  a sizeable  number  of  cho- 
lecystectomy patients,  calculus  cholecystitis  is 
an  entity  that  affects  the  entire  population  from 
children  to  the  elderly. 

It  became  apparent  to  us  that  more  and  more 
young  women  were  requiring  cholecystectomies. 
This  population  (females  under  age  25)  became 
the  subject  of  our  retrospective  review  of  gall- 
bladder disease  in  young  women  at  The  Wil- 
mington Medical  Center.  The  detailed  report 
can  be  found  in  Surgery,  Gynecology,  and  Ob- 
stetrics (1982;  155:209-211). 

It  is  felt  that  the  common  denominator  in  the 
development  of  calculus  cholecystitis  in  women 
is  the  presence  of  high  levels  of  estrogen.  Preg- 
nancy, obesity,  and  estrogen-containing  oral 
contraceptives  all  contribute  to  increased  levels 
of  circulating  estrogens.  It  is  common  knowl- 
edge that  gallbladder  disease  is  either  initiated 
or  exacerbated  by  pregnancy.  The  widespread 
usage  of  estrogen-containing  oral  contraceptives, 
28%  of  all  patients  in  our  series,  has  been  impli- 
cated in  development  of  cholesterol  gallstones 
by  their  effects  on  cholesterol  and  bile  salt  me- 
tabolism and  biliary  tract  motility.  Furthermore, 
the  endemic  problem  of  obesity  in  Americans 
has  also  been  linked  to  calculus  cholecystitis. 

After  reviewing  our  data,  we  were  surprised 
to  find  that  8%,  approximately  one  of  every  12 
of  all  cholecystectomies  performed  at  The  Wil- 
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mington  Medical  Center  from  1977-1980,  were 
required  by  females  under  age  25.  The  conclu- 
sions reached  from  this  study  point  to  pregnancy 
as  the  main  factor  associated  with  the  develop- 
ment of  gallbladder  disease  in  young  women. 
Seventy-three  percent  of  the  young  women  hav- 
ing cholecystectomies  had  been  or  were  pregnant 
at  the  time  of  surgery.  Isolated  obesity  or  oral 
contraceptive  usage  did  not  appear  to  increase 
the  risk  of  gallbladder  disease  in  young  women, 
but  we  feel  that  the  population  was  too  young  to 
demonstrate  such  an  association. 

Based  on  our  data  and  the  known  pathophysi- 
ology of  cholesterol  cholelithiasis,  we  made  sev- 
eral observations  that  apply  in  clinical  practice. 
First,  oral  contraceptives  do  not  increase  the  risk 
of  gallbladder  disease  in  nulliparous  women. 
Second,  weight  control  may  have  some  preven- 
tive value  with  regard  to  gallbladder  disease 
later  in  life.  Third,  obese  women  desiring  post- 
partum contraception  should  consider  alterna- 
tives to  estrogen-containing  compounds  in  an 
attempt  to  decrease  their  levels  of  circulating 
estrogens.  Fourth,  parous  young  women  with 
known  gallbladder  disease  should  be  encouraged 
to  lose  weight  if  obese,  should  not  be  given 
estrogen-containing  oral  contraceptives,  and 
should  undergo  elective  cholecystectomy  as  their 
definitive  treatment. 

Our  study  has  shown  that  calculus  gallbladder 
disease  is  not  confined  “to  the  fair,  the  fat,  and 
the  forties.”  However,  it  is  certainly  affected 
by  fertility. 

Jonathan  W.  Sastic,  M.D. 

Carl  I.  Glassman,  M.D. 
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THE  ENTREPRENEUR  AND  THE  PHYSICIAN 

Americans  like  things  big.  This  is  the  land  of 
the  giant  hamburger,  the  six-foot  hoagie,  the 
mammoth  athlete,  the  Super  Bowl . . . Many  asso- 
ciate size  with  success.  After  all,  didn’t  this 
country  achieve  success  by  growing?  Didn’t  the 
same  thing  occur  in  industry  when  smaller  com- 
panies were  consolidated  into  large  corporations? 
In  union,  there  is  strength  and  in  strength  there 
is  power  to  accomplish  objectives  rapidly. 

But  power,  like  pharmacologic  stimulants,  may 
have  undesirable  side  effects.  Power  needs  di- 
rection; power  without  direction  can  lead  to 
catastrophe.  In  a capitalistic  nation  such  as  ours, 
problems  are  often  first  recognized  by  observ- 
ing industry.  It  is  becoming  increasingly  ob- 
vious that  bigness  and  power  do  not  ensure  in- 
dustrial success.  Many  have  noted  that  success- 
ful small  businesses  often  fail  when  absorbed 
by  large  conglomerates.  Apparently,  the  bureau- 
cratic superstructure  of  the  new  parent  institu- 
tion tends  to  destroy  whatever  it  was  that 
contributed  to  the  success  of  the  smaller  organi- 
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zation.  After  much  discussion  and  analysis, 
many  of  our  corporate  savants  appear  to  have 
concluded  that  what  is  needed  is  the  creation 
of  smaller,  semi-independent  subsidiaries  which 
are  more  maneuverable  and  can  thus  better  cope 
with  local  problems  that  cannot  be  appreciated 
at  higher  levels.  A number  of  business  educa- 
tors have  concluded  that  a type  of  person  identi- 
fied as  an  “entrepreneur”  is  needed  to  staff  those 
smaller  units.  Briefly,  the  entrepreneur  is  in 
many  ways  the  antithesis  of  the  organization 
man,  the  bureaucrat,  or  the  salaried  worker, 
who  is  considered  at  his  best  when  he  follows 
preordained  instructions  repetitiously  and  uni- 
formly. The  entrepreneur  is  one  who  can  start 
his  own  business  and  make  it  work.  He  is  fre- 
quently unorthodox  in  his  approach  to  problems 
and  unencumbered  by  concern  for  existing  pat- 
terns. He  is  a pragmatist.  Above  all,  he  is 
innovative  and  creative.  He  is  also  industrious, 
usually  working  many  hours  longer  than  his 
peers.  He  is  willing  to  invest  much  time  and 
money  in  preparation  for  remote  rewards  which 
might  exceed  the  norm. 

Those  involved  in  providing  medical  care  may 
recognize  the  entrepreneur  as  kin  to  the  phy- 
sician private  practitioner. 

As  we  know,  there  are  now  tremendous  pres- 
sures for  changes  in  medical  care  delivery. 
Third-party  payers,  including  government  agen- 
cies, are  sponsoring  these  changes,  which  allege 
to  extend  the  benefits  of  medical  care  while 
reducing  costs.  It  is  suggested  these  plans  will 
control  prices  by  many  devices,  ignoring  the 
fact  that  no  system  of  price  controls  has  ever 
succeeded.  There  are  plans  to  create  health 
care  agencies  that  will  employ  “inexpensive” 
salaried  physicians,  ignoring  the  fact  that  both  in 
this  country  and  abroad  salaried  physicians  are 
generally  more  interested  in  shorter  hours,  longer 
holidays,  higher  pay,  and  other  personal  bene- 
fits, than  in  increasing  productivity.  There  are 
those  who  are  advocating  assumption  of  total 
health  care  responsibility  by  the  federal  govern- 
ment, ignoring  the  evidence  that  our  current 
economic  crisis  is  largely  the  result  of  waste  and 
mismanagement  by  that  same  federal  bureauc- 
racy. 

Are  the  problems  of  the  health  care  industry 
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different  from  those  of  other  industries?  Do  we 
need  bigger  bureaucracies,  or  should  we  place 
more  reliance  upon  the  entrepreneur?  The 
private  practitioner  has  done  a good  job  in  the 
past,  even  admitting  that  he  did  not  solve  all  of 
the  problems  facing  medicine. 

David  V.  Pecora,  M.D. 
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PERSISTENCE  AND  CHANGE  IN  CAREER  PLANS 

Joseph  L.  Seltzer,  M.D.,  Associate  Professor 
of  Anesthesiology,  and  Jon  Veloski,  M.S.,  Assis- 
tant Director  of  the  Office  of  Medical  Education, 
Jefferson  Medioal  College,  recently  reported  their 
study  comparing  the  specialty  plans  of  eight 
classes  of  Jefferson  seniors  (1968  to  1976)  with 
the  actual  specialties  of  the  same  students  from 
five  to  ten  years  after  graduation.1  Tabulating 
the  proposed  career  plans  of  seniors  compared 
to  their  actual  specialties,  Seltzer  and  Veloski 
calculated  the  percentage  of  those  remaining  in 
the  specialties  they  had  originally  planned  and 
the  percentage  gained  since  graduation  for  each 
of  the  12  specialty  categories  listed.  Approxi- 
mately 20%  of  the  physicians  in  the  present 
study  changed  specialties  following  graduation. 
Their  reasons  for  doing  so  have  not  yet  been 
explored;  perhaps  another  paper  will  elucidate 
them. 

Bernadine  Z.  Paulshock,  M.D. 


Clothes  for  Women  of  Discernment 
Deceptively  simple  . . . 

In  our  “Designer’s  Clothes” 
and 

Great  fun  in  our  “Miss  Jo”  fashions 

COME  VISIT  US 
In  Our  Unique  Country  Setting 
ROCKLAND  ROAD 
MONTCHANIN,  DEL.  19710 

9 00  to  4:30  Saturday  10  00  to  4:00 


REFERENCE 

1.  Seltzer  JL,  Veloski  J.  Changing  specialties:  Do  anesthesiologists 
differ  from  other  physicians?  Anesth  Analg.  1982;  61:504-506. 


CAREER  PLANS  AND  ACTUAL  SPECIALTY 


Specialty 

Planned 
as  Seniors 

Current 

Specialty 

Retained 
No.  (%) 

Gained 
No.  (%) 

Anesthesiology 

31 

35 

26  (84) 

9 (26) 

Family  Medicine 

138 

141 

105  (96) 

36  (26) 

Internal  Medicine 

351 

385 

312  (89) 

73  (19) 

Obstetrics/ Gynecology 

77 

73 

61  (79) 

12  (16) 

Orthopedics 

64 

48 

44  (69) 

4 ( 8) 

Pathology 

33 

31 

26  (79) 

5 (16) 

Pediatrics 

83 

84 

70  (84) 

14  (31) 

Psychiatry 

60 

60 

50  (83) 

10  (17) 

Radiology 

46 

45 

31  (67) 

14  (17) 

Surgery 

153 

133 

110  (72) 

23  (17) 

Urology 

24 

20 

15  (63) 

5 (25) 

Other 

91 

96 

70  (77) 

26  (27) 
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MODERN  METHODS  OF  MANAGING 
INSULIN-DEPENDENT  DIABETES  MELLITUS: 
AN  OVERVIEW 


Vanaja  Ragavan,  M.D. 


In  the  course  of  understanding  a particular 
disease,  it  is  often  seen  that  knowledge  overtakes 
ignorance  in  quantum  leaps.  Knowledge  about 
diabetes  mellitus,  a disease  known  to  mankind 
for  the  past  3,000  years,  is  presently  in  the  midst 
of  such  a leap.  Recent  attempts  to  replace  in- 
sufficient endogenous  insulin  in  a tightly  con- 
trolled, possibly  physiologic  pattern,  may  in  the 
near  future  yield  an  increased  longevity  of  the 
diabetic  patient  without  the  often  accompanying 
crippling  and  fatal  complications  of  this  disease. 

George  F.  Cahill  has  defined  diabetes  as  a 


Dr.  Ragavan  is  a member  of  the  Section  of  Endocrinology,  De- 
partment of  Medicine,  The  Wilmington  Medical  Center. 

This  paper  is  adapted  from  a grand  rounds  of  the  Department 
of  Medicine  of  The  Wilmington  Medical  Center. 
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diagnostic  term  applied  to  a “constellation  of 
anatomic  and  biochemical  abnormalities  which 
share,  in  common,  as  part  of  a syndrome,  a dis- 
turbance in  glucose  homeostasis,  which  is  sec- 
ondary to  a deficiency  in  the  beta-cell  of  the 
endocrine  pancreas.  This  bulky  and  vague  defi- 
nition cannot  be  made  more  specific  owing  to 
the  marked  variability  in  the  disorder.  As  was 
once  said  of  syphilis,  knowledge  of  diabetes  and 
its  sequelae  touches  on  all  areas  of  medicine.”1 

Insulin  is  secreted  by  the  beta-cells  of  the  pan- 
creas as  proinsulin,  a molecule  containing  86 
amino  acids  in  a single  chain  folded  upon  itself 
and  connected  by  two  sulfhydryl  groups  at  the 
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Figure  1 

Proinsulin  Molecule 
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beginning  and  the  end  of  the  A-chain.  (Figure  1) 
As  insulin  is  collected  into  the  storage  granules 
in  the  B cell  of  the  pancreas,  C-peptide  is  re- 
moved from  proinsulin  to  form  the  insulin  mole- 
cule. Failure  to  remove  C-peptide  from  the  pro- 
insulin molecule  can  give  rise  to  rare  cases  of 
familial  childhood  and  occasionally  adult  hyper- 
insulinemias  with  very  high  circulating  levels  of 
insulin  molecules  with  low  biological  activity.2'4 

Glucose  Homeostasis  Under  Physiologic  and 
Pathologic  Conditions 

Glucose  homeostasis  is  different  in  the  fed,  fast- 
ing, and  diabetic  state.  (Figure  2)  In  the  normal 
human,  a large  carbohydrate  meal  is  associated 
with  high  levels  of  circulating  insulin  along  with 
suppression  of  glucagon.  The  insulin  that  is 
secreted  causes  glucose  to  be  taken  up  by  the 
liver  'cells.  Insulin  also  stimulates  membrane 
bound  adipose  tissue  lipoprotein  lipase,  which 
breaks  down  lipoprotein  triglycerides  (mainly 
VLDL)  into  fatty  acids.  The  fatty  acids  are 
then  transported  into  the  adipose  cells  and  sub- 
sequently reformed  into  triglycerides  within  the 
adipose  cells.  Muscle  uses  glucose  as  a fuel 
when  large  amounts  of  carbohydrates  are  avail- 
able. 

A small  carbohydrate  meal  is  associated  with 
a smaller  amount  of  insulin  secretion,  smaller 
amount  of  glucose  uptake,  and  some  lipolysis. 
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Since  not  enough  glucose  is  available  as  fuel, 
fatty  acids  are  broken  down  by  muscle  for  fuel. 
Intravenous  glucose  infusion  causes  an  even 
smaller  amount  of  insulin  to  be  secreted.  This 
is  probably  because  other  insulin  releasing  fac- 
tors in  the  gut  are  released  when  glucose  is  ab- 
sorbed. The  small  amount  of  insulin  secreted 
during  intravenous  glucose  administration,  al- 
though not  adequate  for  normal  homeostasis,  is 
associated  with  what  is  called  a “protein  spar- 
ing” effect.  Breakdown  of  protein  is  avoided, 
although  a small  amount  of  fatty  acids  are  re- 
leased. Because  circulating  insulin  levels  are  in- 
sufficient to  cause  both  stimulation  of  glucose 
uptake  by  the  liver  and  glucogenesis,  there  is 
some  lypolysis,  and  the  muscle  has  to  use  in- 
creasing amounts  of  fatty  acids  as  fuel. 

Normal  man  has  very  little  carbohydrate  re- 
serve. During  fasting,  gluconeogenesis  and  gly- 
cogenolysis  take  place  in  the  liver  to  supply 
the  necessary  carbohydrate  from  precursors 
formed  by  breakdown  of  protein  and  fats.  Con- 
tinuous fasting  will  result  in  increased  ketosis 
and  ultimately  ketonuria.  In  mild  diabetes, 
where  there  are  only  small  amounts  of  circulat- 
ing insulin,  gluconeogenesis  is  stimulated.  There 
is  lipolysis  with  keto-acid  output.  Most  of  the 
keto-acids  are  utilized  by  the  muscles;  hence, 
ketonuria  does  not  occur.  All  of  these  processes 
are  accelerated  in  severe  diabetic  ketoacidosis. 

Del  Med  Jrl,  August  1983 — Vol  55,  No  8 


Modern  Methods  of  Managing  Insulin- Dependent  Diabetes  Mellitus — Ragavan 


FIGURE  2 


LIVER 


ADIPOSE 


MUSCLE 


INSULIN  GLUCAGON  GLUCOSE  GLUCOSE  KETQACID  LIPO-  LIPO-  PROTEIN  FUELS 

uU/ML  PG/ML  UPTAKE  OUTPUT  OUTPUT  GENESIS  LYS,S  SYNTHESIS 


large  cho 

100 

50 

MEAL 

SMALL  cm 

75 

50 

MEAL 

I.V.  GLUCOSE 

25 

50 

FASTING 

10 

150 

DIABETES 

5 

300 

DIABETIC 

5 

500 

KETOACIDOSIS 

"Varying  Substrate  Metabolism  by  Organs  as  a Function  of  Net  Carbohydrate  Metabolism  in  Man" 
Adapted  from:  Cahill  GF,  Disorders  of  Carbohydrate  Metabolism.  Cecil  Textbook  of  Medicine,  1979. 


There  is  a large  amount  of  gluconeogenesis  with 
breakdown  of  proteins,  ketone  formation,  ke- 
tonuria,  and  dehydration  due  to  osmotic  diuresis. 

Insulin  Therapy  for  Diabetes  Mellitus 

The  February  11,  1982,  issue  of  the  New  Eng- 
land Journal  of  Medicine 5 contains  a description 
of  the  first  diabetic  to  receive  insulin  in  the  form 
of  pancreatic  extracts  after  the  spectacular  dis- 
covery of  insulin  by  Charles  Best  and  Frederick 
Banting.  The  year  1982  marked  the  60th  anni- 
versary of  their  discovery.  Their  discovery 
changed  the  prognosis  of  diabetes  from  an  acute, 
fatal  disease  to  a chronic  disorder  with  degenera- 
tive complications.  The  patient  described,  Mr. 
Leonard  Thompson,  received  in  the  latter  years 
of  his  life  four  daily  injections  of  a form  of  in- 
sulin that  we  now  call  regular  insulin  or  crystal- 
line zinc  suspension.  With  the  manufacture  of 
longer-acting  insulins,  patients  were  treated  with 
once-a-day,  long-acting  insulins  for  the  conveni- 
ence of  the  patient  and  the  physician.  Now, 
with  better  understanding  of  glucose  homeo- 
stasis, we  have  completed  the  cycle  and  have 
reverted  to  multiple  doses  of  insulin  per  day. 

Table  1 describes  the  various  methods  of  in- 
sulin delivery  available  today.  The  conventional 
form  of  insulin  therapy  involves  injections  of  in- 


Table  1 

Methods  of  Insulin  Delivery 

Conventional: 

One  or  two  injections  of  insulin/day 

Urine  glucose  testing  by  the  patient 

Blood  glucose  determination  by  physician 
during  office  visits 

Intensive : 

Self-monitoring  of  blood  glucose  by  patient 

Adjusting  insulin  dose  by  specific  algorithms 

Insulin  Pumps:  (Continuous  Infusions;  open  loop 

ONLY  AT  PRESENT) 

Types: 

Open  loop 
Closed  loop 
Implantable 

Mode  of  delivery: 

Subcutaneoi  is 

Intravenous 

Intraperitoneal 

Others: 

Chemical  - Lectin-bound-sugars-insulin 
derivatives 

Implantable  islets  of  Langerhans 
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termediate  and  short  acting  insulins  once  or  twice 
a day,  urine  glucose  testing  by  the  patient,  and 
blood  glucose  determination  by  the  physician 
during  office  visits  with  possible  measure- 
ments of  hemoglobin  AtC.  The  major  limitation 
of  this  mode  of  treatment  is  poor  correlation  be- 
tween blood  and  urine  glucose  measurements 
due  to  variable  intervals  of  urine  accumulation 
and  varying  renal  thresholds.  Hypoglycemia 
cannot  readily  be  detected,  and  urine  testing  is 
only  semi-quantitative. 

Presently,  most  diabetologists  recommend  in- 
tensive conventional  treatment.  This  requires  self- 
monitoring of  capillary  blood  glucose  by  the  pa- 
tient, by  either  a photoelectric  glucometer  or  by 
visual  measurements  using  reagent  strips.  There  is 
no  consensus  on  the  optimum  frequency  of  blood 
glucose  monitoring  by  the  patient  and  changing 
of  insulin  doses.  Insulin  doses  are  adjusted  by 
specific  algorithims  which  are  available  in  the 
literature.6’7  Several  modes  of  insulin  adminis- 
tration and  self-monitoring  have  been  recom- 
mended.8 One  that  is  very  commonly  used  is 
a fasting  sample  in  the  morning  and  one  other 
value  during  the  day  for  six  days  and  one  day 
of  intensive  monitoring  consisting  of  six  to  seven 
blood  glucose  measurements  a half  hour  before 
and  after  each  meal,  at  bedtimes  and  once  in  the 
middle  of  the  night.  Insulin  doses  are  adjusted 
on  this  day  in  an  attempt  to  maintain  pre- 
prandial  glucose  at  80  to  120  mg/dl  and  post- 
prandial of  less  than  180  mg/dl.6'8 

Another  method  uses  six  daily  measurements 
and  an  occasional  night  time  measurement  to 
test  for  nocturnal  hypoglycemia.  A third  method, 
frequently  discussed  in  the  literature,  requires 
four  daily  measurements,  alternating  pre  and 
postprandial  ~ measurements,  with  occasional 
sampling  during  the  night.  Dose  adjustments 
are  carried  out  by  frequent  physician  contact 
and  by  providing  the  patient  with  specific  algo- 
rithims. It  has  been  noted  that  these  tight  con- 
trols may  lead  to  more  frequent  hypoglycemia. 
Hence,  physician-patient  contact  is  critical. 

Intensive  treatment  must  be  provided  only  to 
highly  motivated,  well  adjusted  patients.9  Be- 
cause such  tight  control  may  eventually  lead  to 
prevention  of  degenerative  complications  of  dia- 
betes, it  is  an  option  that  every  physician  should 
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offer  his  or  her  diabetic  patients.  Good  control 
is  often  accompanied  by  a general  feeling  of 
well-being,  and,  for  most  patients,  a better  under- 
standing of  their  diabetes.7'9 

Various  Patterns  of  Intensive,  Conventional, 
Insulin  Delivery 

The  various  methods  of  multiple  insulin  injec- 
tions used  in  the  intensive  conventional  forms 
of  therapy  are  described  in  Figure  3.  NPH  or 
Lente  are  both  intermediate  acting  insulins,  with 
an  onset  of  action  at  about  114  hours,  a peak 
action  in  four  to  ten  hours  and  duration  of  action 
of  up  to  24  hours.  Short-acting  insulins,  Regular 
and  semi-Lente,  have  onset  of  action  within  one 
hour,  a peak  effect  in  a couple  of  hours  and  dis- 
appears in  four  to  six  hours.  A commonly  used 
pattern  of  insulin  delivery  is  the  mixed  split 
regimen,  Figure  3A,  consisting  of  NPH  or  Lente 
plus  regular  insulin  administered  in  the  morning 
and  again  in  the  evening. 

Another  regimen.  Figure  3B,  requiring  three 
injections  a day,  uses  intermediate  and  short- 
acting insulin  in  the  morning,  regular  insulin 
before  supper,  and  small  amounts  of  NPH  or 
Lente  prior  to  bedtime.  Since  Lente  given  be- 
fore bedtime  peaks  at  breakfast  and  not  during 
the  middle  of  the  night,  nocturnal  hypoglycemia 
is  avoided. 

Figure  3C  demonstrates  a regimen  using  regu- 
lar insulin  prior  to  each  meal  and  intermediate 
acting  insulin  before  bedtime.  It  is  sometimes 
useful  in  very  brittle  or  pregnant  diabetics. 
Figure  3D  describes  the  use  of  Ultralente  in  the 
morning  with  short-acting  insulin  used  prior  to 
each  meal.  Ultralente,  which  is  a very  long 
acting  insulin,  has  no  specific  peak.  This  regi- 
men may  also  be  useful  for  brittle  or  pregnant 
diabetics.  It  is  an  interesting  mode  of  treatment 
as  it  mimics  an  insulin  pump,  by  providing  a 
basal  level  of  insulin  throughout  the  day  with 
boluses  given  prior  to  each  meal. 

Insulin  Pumps  and  Other  Nonconventional 
Modes  of  Insulin  Delivery 

The  insulin  pumps  now  available  for  general 
use  are  “open  loop”  systems.  They  are  prepro- 
grammed to  deliver  continuous  basal  doses  of  in- 
sulin during  the  day,  usually  0.8  to  1.2  /x/h,  in 
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FIGURE  3 
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an  attempt  to  simulate  ongoing  secretion  of  in- 
sulin by  beta-cells.  Boluses  of  insulin,  given 
about  15  to  30  minutes  preprandially,  are  acti- 
vated by  the  patient.  Insulin  doses  are  adjusted 
by  self-monitoring  of  blood  glucose  in  similar 
ways  to  those  used  in  intensive  conventional 
treatment. 

“Closed  loop”  systems  include  a glucose  sensor 
attached  to  a programmed  insulin  infuser.  Such 
systems  are  presently  available  only  in  hospital 
settings  since  they  are  very  bulky  devices.  One 
problem  with  such  sensors  and  also  with  “open 
loop”  systems  is  that  the  beta-cell  of  the  pan- 
creas, which  these  machines  attempt  to  imitate, 
is  probably  under  the  influence  of  more  than  just 
glucose.  This  is  a problem  that  unfortunately 
cannot  be  presently  tackled.  An  “implantable” 


insulin  infusion  pump  with  fixed  rate  insulin 
delivery  has  been  recently  used  in  Type  2 insulin 
resistant  diabetics.10  These  pumps,  which  were 
retained  for  an  average  of  seven  months,  will 
be  described  briefly  later. 

The  most  acceptable  and  common  locus  of 
delivery  of  insulin  by  pump  is  subcutaneous,  al- 
though intravenous  and  intraperitoneal  modes 
have  been  used  in  research  protocols.  Intraven- 
ous administration  decreases  the  variability  of 
absorption  but  can  cause  phlebitis.  Intraperi- 
toneal dosing  is  an  interesting  concept,  but,  of 
course,  is  difficult  to  use  on  a long-term  basis. 
It  tries  to  mimic  the  natural  secretion  of  insulin 
whereby  insulin  is  presented  to  the  liver  prior 
to  general  circulation,  an  interesting  concept  of 
insulin  delivery,  but  presently  impractical. 

Implantable  islets  of  Langerhans,  either  dis- 
persed or  pancreatic  grafts,  are,  at  this  present 
stage,  very  much  a research  technique.11  The  im- 
munosuppression required  for  their  use  and  the 
rate  of  rejection  do  not  make  implantable  islets 
a feasible  mode  of  treatment  at  the  present 
time. 

Most  insulin  pumps  consist  of  two  units,  a 
control  unit  and  a delivery  unit.  The  Siemans 
Pump,  which  is  available  in  Europe,  has  a con- 
trol unit  with  an  alarm  which  can  detect  me- 
chanical and  electrical  failure.  The  cumula- 
tive insulin  doses  given  throughout  the  day  are 
inserted  into  the  readout.  The  control  unit  is 
connected  by  tubing  to  a delivery  unit,  which 
has  a capacity  of  10  cc  of  insulin.  There  is  also 
a knob  on  the  delivery  unit  for  bolus  delivery. 
The  basal  rate  is  programmed  prior  to  its  inser- 
tion in  the  patient.  A cannula  attached  to  the 
delivery  unit  is  inserted  into  the  subcutaneous 
tissue  of  the  patient.  The  total  weight  of  this 
device  is  350  g. 

“Auto  syringe”  is  the  most  commonly  used 
and  available  pump  in  the  US  market.  It  is  a 
very  bulky  device,  weighing  about  450  g,  which 
is  a drawback.  A 3 cc  disposable  syringe  holds 
the  insulin;  different  concentrations  of  insulin 
allow  for  delivery  of  different  basal  doses.  Basal 
insulin  doses  are  preprogrammed.  The  dosage 
selector  that  is  used  for  mealtime  boluses  can  be 
adjusted  by  the  patient  and  changed  according 
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to  self-monitored  blood  glucose  measurements. 
The  tip  of  the  syringe  is  attached  to  a cannula 
which  is  connected  to  a 27  gauge  butterfly  needle 
inserted  subcutaneously,  usually  on  the  abdomi- 
nal wall.  The  needles  are  usually  changed  every 
24  to  48  hours,  depending  on  the  comfort  of  the 
patient  and  any  local  irritation  at  the  subcu- 
taneous site.  The  pump  is  carried  by  the  pa- 
tient in  a body  holster  or  on  a belt. 

Most  recently,  an  implantable  pump  has  also 
been  used  in  adult  onset  diabetics.12  The  pump 
consists  of  two  chambers  which  are  separated 
by  titanium  bellows.  The  device  can  only  be 
used  for  fixed  rate  insulin  delivery  and  cannot 
be  used  to  bolus;  therefore,  it  is  of  limited  use 
in  insulin  dependent  diabetics.  The  charging 
fluid  chamber,  containing  a volatile  fluid,  is  filled 
before  the  unit  is  implanted  in  the  patient.  The 
implantation  site  is  usually  the  subclavicular 
fossa.  The  heat  of  the  patient’s  body  slowly 
vaporizes  the  charging  fluid  which  pushes  the 
bellows  and  thus  the  insulin  through  a bacterial 
filter  into  the  patient’s  subcutaneous  tissue. 

Comparison  of  Diabetic  Control  With  Insulin 
Pumps  Versus  Intensive  Conventional  Treatment 

When  insulin  pumps  were  first  marketed,  there 
was  a great  deal  of  enthusiasm  for  this  mode  of 
treatment.  The  concept  of  basal  insulin  secre- 
tion with  insulin  boluses  administered  during 
meals,  mimicking  endogenous  insulin  secretion, 
was  thought  to  be  theoretically  useful  to  prevent 
hyperglycemic  swings.  Since  1979,  there  have 
been  many  studies  comparing  conventional  modes 
of  treatment  and  continuous  subcutaneous  insulin 
infusion  systems  ( CHS ) in  insulin  dependent 
diabetics.13'24  These  studies  are  essentially  of 
two  types.  The  work  prior  to  1982  compared 
CHS  therapv  with  conventional  split  dose  mode 
of  treatment.13'20  By  1982,  the  error  of  such  a 
comparison  was  recognized;  the  most  recent 
studies  have  compared  intensive  conventional 
treatment  with  multiple  insulin  injections  and 
self-monitoring  of  blood  glucose  versus  CHS.21'24 
Table  2 illustrates  a composite  of  some  of  the 
data  taken  from  some  of  the  major  studies 
reported  in  the  recent  literature;  it  is  not  all  in- 
clusive. For  lack  of  space,  only  mean  blood  glu- 
cose values,  as  calculated  by  the  authors,  is  re- 
ported. 
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The  first  study,  from  Yale,  is  a very  short-term 
study  using  conventional  versus  insulin  in- 
fusion pumps.13  In  this  study,  significant  differ- 
ences were  found  between  mean  blood  glucose 
levels  with  conventional  versus  CHS  therapy. 
Note  that  almost  twice  as  much  insulin  was  used 
with  the  infusion  pumps  as  in  the  conventional 
treatment.  In  all  early  studies,  the  doses  of  in- 
sulin used  for  conventional  modes  of  treatment 
were  in  many  instances  similar  to  the  dose  the 
patient  had  been  using  prior  to  entry  into  the 
study,  and  no  attempt  was  made  to  standardize 
them  in  the  hospital  at  entry  into  the  study. 

Another  study  from  Champion  et  al  in  Canada 
showed  some  decrease  of  mean  blood  glucose 
with  CHS,  but  no  mention  was  made  of  signifi- 
cance.14 The  third  study  reported  is  an  example 
of  intravenous  route  of  insulin  delivery  with 
CHS.15  Using  a subcutaneous  (SQ)  delivery 
route  for  the  conventional  treatment,  a significant 
difference  between  conventional  and  insulin  in- 
fusion pumps  was  reported.  In  the  same  study, 
comparing  SQ  versus  IV  route  of  delivery  for 
CHS,  37%  more  insulin  was  needed  subcu- 
taneously. Tamborlane,  Sherwin,  Genel,  and 
Felig  reported  two  studies  in  198010'17  that 
showed  a significant  difference  between  con- 
ventional and  CHS  groups. 

Schade  et  al,  using  an  intraperitoneal  route  in 
one  patient  and  comparing  it  to  subcutaneous 
delivery,18  reported  a significant  difference  be- 
tween the  two  modes  of  treatment.  A much 
smaller  amount  of  insulin  was  needed  for  the 
intraperitoneal  CHS  versus  subcutaneous  con- 
ventional treatment.  Schiffrin  et  al  using  short 
periods  of  intensive  conventional  and  infusion 
pumps  showed  a significant  difference  between 
the  two.10  The  paper  by  Rizza  et  al  is  a study 
which  compared  glycemic  control  using  an  in- 
tensive, conventional  mode  of  therapy  ( used  for 
the  first  time  in  this  study),  open-loop  infusion 
pump,  and  a closed  loop  system,  each  of  which 
was  carried  out  for  24  hours.20  They  showed  no 
significant  difference  among  the  three. 

Reeves,  Nathan,  Schiffrin,  and  Mecklen- 
burg21'24 reported  major  longer  term  studies  com- 
paring intensive  conventional  treatment  and  in- 
sulin infusion  pumps.  The  paper  by  Reeves  et 
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TABLE  2 


STUDY 

YEAR 

N 

MODE 

OF 

INSULIN 

DELIVERY 

LENGTH 
OF  STUDY 

MEAN  FASTING  BLOOD  GLUCOSE 
MG/DL  + SEM 

CONVENTIONAL  CSII 

INSULIN  REQUIREMENTS 

units/day 

CONVENTIONAL  CSII 

TAMBORLANE  ET  AL  ^ 

1979 

7 

SO 

4 DAYS 

94  + 5 

243  + 28  P < 0,01 

34  + 6 65  + 11 

W 

CHAMPION  ET  AL 

1980 

8 

SQ 

1-7  MONTHS 

156  + 16  97  + 4,5 

47,4  + 5.5  36.4  + 5.1 

HEPP  ET  AL  ^ 

1980 

4 

I.V. 

2-6  DAYS 

210  + 19  125  + 8 

(sq)  p<  0.01 

377c  > pump 

TAMBORLANE  ET  AL  ^ 

1980 

15 

SQ 

3-8  MONTHS 

105  + 5 

237  + 28  p<  0.01 

NO  DIFFERENCE  NOTED 

SHERWIN  ET  AL  ^ 

1980 

15 

SQ 

3-8  MONTHS 

105  + 5 

237  - 28  p < 0.01 

NO  DIFFERENCE  NOTED 

SCHADE  ET  AL  ^ 

1980 

1 

IP 

5 DAYS  EACH 

152  + 10  123  + 6 

(sq)  p < 0,01 

325  U/5  days  206  U/5  days 

19 

SCH1FFRIN  ET  AL 

1980 

9 

SQ 

1 DAY  CON 
4 DAYS  CSII 

155.2  + 20.1 
219.5  + 24  p<0i01 

46  42 

20 

RIZZA  ET  AL  u 

1980 

6 

SQ 

24  HOURS  EACH 

95  + 5 100  + 5 

CLOSED  LOOP  107  t 4 N , S , 

21 

REEVES  ET  AL  ^ 

1982 

10 

SQ 

2 MONTHS  / 

AT  HOME  AFTER  ) 
INITIAL  STA-  / 
BILIZATION  ^ 

MEAN  BLOOD  GLUCOSE  DURING 
ONE  REPRESENTATIVE  WEEK 

129,4  + 14.7  124,2  + 13.2 

intensive:  127,3  + 8.4  N.S. 

0.82  U/kg  0.77  U/kg 

0.97  U/kg 

22 

NATHAN  ET  AL  ^ 

1982 

5 

SQ 

8-12  WEEKS 

96  - 121 

135  - 177  p < 0,01 

38-71  25-55 

23 

SCHIFFRIN  ET  AL 

1982 

16 

SQ 

1 YEAR 

101  + 23  96  + 26  (ns) 

AT  THE  END  OF  6 MONTHS 

NOT  AVAILABLE 

24 

MECKLENBURG  ^ 

1982 

100 

SQ 

15  MONTHS 

201  + 6 158  + 5 

(by  the  first  mo.) 
1 P<  0.001 

A COMPARISON  OF  THE  EFFECTIVENESS  OF  CSI1  WITH  CONVENTIONAL  VERSUS  INTENSIVE  INSULIN 
TREATMENT.  The  RESULTS  MENTIONED  HERE  ARE  PURELY  ILLUSTRATIVE  AND  NOT  ALL  INCONCLUSIVE. 
The  READER  IS  REFERRED  TO  THE  ORIGINAL  ARTICLES  FOR  FULL  CLARIFICATION. 
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al,  reporting  a two-month  study  of  ten  insulin 
dependent  diabetics,  showed  no  significant  dif- 
ference between  the  modes  of  treatment.21  On 
the  other  hand,  Nathan  et  al  recently  reported 
a study  in  which  five  patients  were  studied  for 
eight  to  twelve  weeks;  a significant  difference 
was  found  between  intensive  conventional  and 
CHS.22  They  also  noted  that  there  was  better 
patient  acceptance  and  fewer  hypoglycemic  re- 
actions associated  with  the  infusion  pumps.  The 
last  study  shown  in  the  table  represents  a study 
by  Schiffrin  et  al  from  Montreal,23  who  studied 
16  patients  for  one  year,  comparing  intensive 
conventional  treatment  with  frequent  blood  glu- 
cose monitoring  in  the  hospital  and  at  home, 
and  CHS.  They  found  no  significant  difference 
between  intensive  conventional  treatment  and 
insulin  infusion  pumps.  A noncrossover  study 
reported  by  Mecklenberg  et  al24  showed  im- 
provement of  glycemic  control  on  the  pump  and 
general  acceptance,  although  they  had  two 
deaths  on  the  pump  ( a myocardial  infarction  and 


a drowning)  on  which  they  do  not  elaborate. 

These  recent,  long  term  studies  comparing  in- 
tensive multiple  daily  injections  with  CHS  have, 
in  the  majority,  shown  no  difference  in  glycemic 
control,  using  mean  glucose  level,  glycemic  ex- 
cursions and  hemoglobin  A,C  levels  as  criteria, 
although  a few  have  shown  that  the  pumps  are 
well  accepted  and  have  significantly  improved 
glycemic  control. 

Deaths  on  the  Insulin  Pump 

Although  insulin  pumps  have  in  general  been 
well  accepted  by  patients,  recent  reports  of 
deaths  by  pump  users  have  introduced  an  ele- 
ment of  caution  in  the  otherwise  enthusiastic  ac- 
ceptance of  the  pumps.  In  February  1982,  the 
CDC  reported  11  deaths  among  pump  users  in 
an  estimated  4,000  patients.25  They  concluded 
that  although  none  of  the  deaths  could  be  at- 
tributed to  pump  usage,  hypoglycemia  may  have 
resulted  from  too  intensive  control  of  the  pa- 
tients’ diabetes.  In  November  1982,  an  update 


Year  of  occurrence 
Ages 

Type  of  Diabetes 
Cause  of  death 


TABLE  3 

Deaths  /Viong  Users  of  CSII  *(26) 

I in  1980,  20  in  1981,  1A  in  1982 

II  TO  66  YEARS 

Type  I - 33  Type  II  - 2 

Died  suddenly  - 3 

Found  dead  - 7 

Status  epilepticus  - 1 

Drowning  - 1 

Fall  - 1 

Ketoacidosis  - 6 

MI,  CVA,  renal  failure  - 1A 


Continuous  Subcutaneous  Insulin  Infusion 
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of  the  deaths  among  pump  users  revealed  that 
24  additional  deaths  were  by  then  reported.26 
The  characteristics  of  these  deaths  are  summar- 
ized in  Table  3.  Two  thirds  of  the  patients  had 
significant  autonomic  neuropathy  and  one-third 
had  advanced  renal  disease  with  creatinine 
greater  than  5 mg/dl.  One  death  was  attributed 
to  pump  malfunction  and  another  to  endocardi- 
tis resulting  from  an  abscess  at  the  catheter  in- 
sertion. 

The  conclusions  and  recommendations  of  the 
report  are: 

1.  The  observed  number  of  deaths  was  not 
greater  than  expected  for  the  age-specific 
death  rates  of  type  I diabetes. 

2.  CHS  pump  therapy  is  not  associated  with 
excess  mortality. 

3.  However,  physicians  should  take  great  care 
in  selecting  patients  for  intensive  glycemic 
control.26 

Hazards  of  Intensive  Glycemic  Control 

Intensive  treatment  of  juvenile  diabetes  is  in- 
tended to  restore  euglycemia,  with  the  general 
consensus  that  good  diabetic  control  will  eventu- 
ally lead  to  longevity  without  the  vascular  and 
neurological  complications  of  diabetes.  How- 
ever, it  becomes  obvious  that  given  present  tech- 
nological barriers,  insulin  delivery  to  exactly 
mimic  pancreatic  secretion  is  virtually  impos- 
sible. 

Euglycemia  is  maintained  in  nondiabetic  man 
by  the  secretion  of  insulin  and  of  various  counter 
regulatory  hormones  ( glucagon,  cortisol,  epineph- 
rine, growth  hormone,  and  possibly  others).  It 
has  been  shown  that  extremely  rigid  control  of 
diabetes,  especially  Type  I,  may  lead  to  chronic 
hyperinsulinemia  and  “brittle”  diabetes.27  This 
may  be  due  to  the  so-called  Somogyi  phenome- 
non, namely  prolonged  periods  of  hypoglycemia 
(especially  nocturnal)  with  early  morning  re- 
bound hyperglycemia.28  This  is  especially  prob- 
lematic in  the  diabetic,  where  abnormalities  of 
counter  regulatory  hormone  secretion  may 
worsen  the  effects  of  hyperinsulinemia. 

Patients  who  exhibit  “brittle”  control  while 
being  maintained  on  intensive  treatment  often 


improve  with  lowering  of  their  insulin  doses.  In 
Type  II  diabetes,  such  lowering  can  be  accom- 
plished faster  than  Type  I,  where  decreases  in 
insulin  doses  must  be  limited  to  10%  at  any 
one  time.28 

Advantages  of  Maintaining  Euglycemia 
in  Diabetes 

Is  there  any  evidence  that  long-term  compli- 
cations of  diabetes  can  be  improved  on  tight 
control?  The  report  of  the  National  Commission 
on  Diabetes  in  1976  showed  that  diabetes  melli- 
tus is  associated  with  twice  the  incidence  of  myo- 
cardial infarction  as  compared  to  the  general 
population,  a five-fold  increase  in  gangrene,  and 
17-  to  25-fold  increase  in  retinopathy  leading  to 
blindness.  Unfortunately,  there  are  very  few 
long-term  prospective  control  studies  of  diabetic 
complications.  A few  short-term  studies  have 
been  encouraging  and  have  shown  that  tight 
control  postpones  complications.  Some  improve- 
ment in  retinopathy29  32  and  reduction  in  micro- 
scopic proteinuria32  have  been  reported  with  in- 
tensive insulin  therapy.  Yet,  one  long-term  study 
found  that  retinopathy  worsened  in  spite  of  good 
glycemic  control  on  CHS.8  The  general  feeling 
among  diabetologists  is  that  tight  control  may 
prevent  further  degenerative  complications,  but 
whether  actual  reversal  of  the  already  present 
complications  occurs  remains  unproven.8 

A long-term  prospective  study  from  Belgium 
reported  findings  in  4,400  patients  observed  be- 
tween 1947  and  1973. 33  About  2,795  patients 
were  treated  from  the  time  of  their  diagnosis  for 
up  to  25  years.  Annual  inventories  of  degenera- 
tive complications  were  compiled  and  correlated 
with  clinical  and  laboratory  data.  At  every  an- 
nual examination,  the  patients  returned  a record 
of  their  diabetic  control  sheets,  and  were  ex- 
amined for  neuropathy,  nephropathy  and  retin- 
opathy. BUN,  creatinine,  urinary  protein,  pulse, 
reflex  assessment,  sensory  and  ophthalmic  exams 
were  performed. 

The  study  revealed  that  the  incidence  and 
prevalence  of  neuropathy,  microangiopathy,  and, 
to  a much  lesser  degree,  macroangiopathy  are 
functions  of  the  duration  of  diabetes.  All  other 
subsequent  correlations  took  this  major  determi- 
nant into  account.  Age,  sex,  family  history  of 
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diabetes,  and  severity  at  onset  of  diabetes  seem 
to  play  no  role  in  the  development  of  diabetic 
complications.  Macroangiopathy  was  directly 
affected  by  age  and  not  related  to  glycemic  con- 
trol. Poor  control,  assessed  cumulatively  over 
the  years,  was  definitely  related  with  a highly 
significant  correlation  to  a higher  prevalence 
and  incidence  of  neuropathy  and  microangi- 
opathy. The  annual  incidences  of  newly  diag- 
nosed neuropathy,  retinopathy,  and  nephropathy 
were  also  clearly  and  separately  related  to  gly- 
cemic control  achieved  during  the  year  preced- 
ing the  annual  examination,  whatever  the  prior 
degree  of  control  may  have  been.  There  are 
many  obvious  problems  with  this  study.  It  was 
not  cohort  controlled;  most  of  the  recording  was 
after  the  fact;  patients  were  examined  only  an- 
nually; and  no  intensive  attempt  was  made  to 
intervene  in  the  disease  process. 

Because  of  the  poor  data  presently  available, 
the  National  Institutes  of  Health  has  decided  to 
institute  a multi-institutional,  ten-year  prospec- 
tive investigation  of  conventional,  intensive,  and 
possibly  also  infusion  pump  therapy  to  study  the 
effect  of  glycemic  control  in  preventing  degen- 
erative complications  of  diabetes.8 

What  are  the  psychological  advantages  of  tight 
control?  In  one  study,  a decrease  in  depression 
and  anxiety  was  noted,  along  with  greater  self- 
reliance,  especially  in  the  young  patient.9  Close 
physician-patient  contact  is  essential  for  a regi- 
men of  tight  control.  There  also  seems  to  be 
increased  dietary  compliance  with  this  kind  of 
physician-patient  contact.  However,  some  nega- 
tive aspects  were  found.  In  some  patients,  anx- 
iety may  be  induced  or  exacerbated  as  a result 
of  focusing  so  totally  on  their  disease. 

In  some  studies,  hypoglycemia  is  a potential 
complication  of  tight  control,  but  in  others  there 
were  smaller  fluctuations  of  glucose  and,  ulti- 
mately, fewer  hypoglycemia  reactions. 

In  summary,  euglycemia  in  diabetes  may  be 
achieved  by  multiple,  daily  injections  of  insulin 
with  self-monitoring  by  the  patient  of  blood  and 
urine  glucose.  At  the  present  time,  treatment 
by  continuous  insulin  infusion  pumps  remains  a 
research  technique.  Any  use  of  the  pump  must 
be  accompanied  by  establishing  a core  of  health 


care  personnel  who  are  devoted  to  the  pump 
users  so  that  expert  advice  can  be  provided  on 
a 24-hour  basis. 


The  insulin  pump  cannot  then  be  recom- 
mended at  this  time  for  general  use.  Until  we 
can  clarify  the  insulin  pump  deaths  that  have 
been  reported  and  can  prove  that  none  of  them 
were  due  to  accidental  hyperinsulinemia  and 
hypoglycemia,  caution  in  using  insulin  infusion 
pumps  in  the  general  community  of  diabetics 
must  be  recommended. 

We  can  presently  offer  the  diabetic  patient  a 
regimen  of  tight  glycemic  control,  using  multi- 
ple daily  doses  of  insulin  and  self-monitoring  of 
blood  glucose.  It  is  to  be  hoped  that  degenera- 
tive complications  of  diabetes  can  be  prevented 
in  the  future  on  these  regimens,  although  this 
remains  to  be  seen.  We  can  also,  as  physicians, 
offer  our  close  contact  to  help  diabetic  patients 
lead  fuller  and  longer  lives. 
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Letters  to  the  Editor 


CIGARETTE  SALES  IN  DELAWARE  HOSPITALS 

There  are  few,  if  any,  compelling  medical 
reasons  to  permit  either  the  sale  or  smoking  of 
cigarettes  in  hospitals.  Cigarette  smoking  is 
indeed  unhealthful,  leads  to  or  is  implicated  in 
a number  of  disease  processes,  and  has  been 
labeled  by  the  Surgeon  General  as  the  single 
greatest  cause  of  premature  death  and  disability 
in  the  United  States.  Additionally,  patients 
with  respiratory  allergies  and  other  lung  diseases 
are  at  greater  risk  of  adverse  reactions  in  the 
presence  of  ambient  cigarette  smoke.  For  these 
reasons,  and  because  hospitals  are  increasingly 
being  seen  as  sites  for  health  promotion  and 
health  education,  it  seems  appropriate  that  a 
nonsmoking  atmosphere  be  maintained. 

The  latest  nationwide  survey,  published  in 
1982,  indicated  that  30%  of  all  hospitals  in  the 
United  States  sell  cigarettes  on  the  premises,1 
down  sharply  from  the  56%  found  in  a 1979 
survey.2  This  letter  reports  the  result  of  a survey 
of  Delaware  hospitals  to  determine  current  prac- 
tices with  regard  to  the  sale  of  cigarettes.  Ad- 
ministrative offices  of  all  14  Delaware  hospitals 
were  telephoned  and  asked  to  indicate  whether 
cigarettes  were  sold,  and  if  so,  whether  by 


machine,  over  the  counter,  or  both.  A response 
rate  of  100%  was  achieved. 

Table  1 indicates  that  50%  of  Delaware’s  hos- 
pitals sell  cigarettes  with  the  most  common 
method  of  sales  being  the  cigarette  machine. 
Despite  their  role  in  treating  tobacco-related 
illnesses  and  alleviating  suffering  and  promot- 
ing health,  it  appears  that  many  hospitals  in 
Delaware  are  not  showing  leadership  in  promot- 
ing a safe,  healthy  environment  and  do  not  em- 
body positive  health  behavior. 

It  seems  to  me  incumbent  on  the  medical 
staffs  of  these  hospitals  to  recommend  to  the 
governing  boards  that  cigarette  sales  be  elimi- 
nated as  soon  as  possible.  This  is  an  opportunity 
for  the  medical  profession  to  take  sensible  action. 

Dale  A.  Rublee,  Ph.D.,  M.P.H. 

Dr.  Rublee  is  an  Assistant  Professor  in  the  Department  of 
Health  Administration  at  the  University  of  Illinois,  Champaign, 
Illinois. 
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Editor’s  Note : 

Dr.  Rublee’s  letter  reports  results  of  part  of  an  ongoing  national 
survey  to  determine  the  frequency  of  cigarette  sales  in  hospitals 
and  some  of  the  attendant  problems  that  hospitals  are  encountering 
in  stopping  cigarette  sales  on  their  premises.  Also  of  interest  in 
the  survey  is  the  fact  that  approximately  25%  of  hospitals  in 
Northeastern  states  report  sales  of  cigarettes.  This  figure  is  rela- 
tively low  compared  to  the  50%  rate  of  cigarette  sales  reported  in 
Delaware  hospitals. 


TABLE  1 

Number  and  Percent  of  Hospitals  Reporting  Cigarette  Sales,  by  Method  of  Sales 


Method  of  Sales 

Number 

% of  Total  Reporting  (n  = 14) 

Machine 

3 

21.4 

Over  the  counter 

2 

14.3 

Machine  and  over  the  counter 

2 

14.3 

Total 

7 

50.0 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis 


Brief  Summary.  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in  the 
‘reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemophilus 
inlluenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis. 

Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone.  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protem^upprernentation- When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued , or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  byC  difficile.  Other 
causes  of  coWfs  should  be  ruled  out 

Precautions:  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  eg.  pressor 
amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  betaken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest®  tablets  but 
not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0 18.  0 20,  0.21,  and  0.16  mcg/ml  at  two,  three, 
four,  and  five  hours  respectively.  Trace  amounts  were  detected  at  one 


hour.  The  effect  on  nursing  infants  is  not  known  Caution  should  b 
exercised  when  Ceclor"  (cefaclor,  Lilly)  is  administered  to  a nursinl 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for . 
in  infants  less  than  one  month  of  age  have  not  been  established  fi 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapyi 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of  patiem 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  dun 
or  after  antibiotic  treatment.  Nausea  and  vomiting  have  been  repoii 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5  perc)! 
of  patients  and  include  morbilliform  eruptions  (1  in  100).  Pruritus!! 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  5 ■ 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by  ! 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported  The 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cecl  i 
Such  reactions  have  been  reported  more  frequently  in  children  tha 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiati ! 
of  therapy  and  subside  within  a few  days  after  cessation  of  therap  li 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome  jl 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophili  i 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  li 
patients). 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clirl 
laboratory  test  results  have  been  reported.  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic— Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphatj 
values  (1  in  40). 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  chilli 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  ' 
500)  or  abnormal  urinalysis  (less  than  1 in  200). 
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• Many  authorities  attribute  acute  infectious  exacerbation  of  chrorl 
bronchitis  to  either  S pneumoniae  or  H influenzae  8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
cephalosporins  and  should  be  given  cautiously  to  penicillin-alleri; 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis} 
rheumatic  fever.  See  prescribing  information. 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


AGING,  IMMUNITY,  AND  ARTHRITIC  DISEASE, 
Volume  II  of  Aging  Series,  edited  by  Marguerite 
M.  B.  Kay,  M.D.,  Jeffrey  Galpin,  M.D.,  and  Ta- 
kashi  Makinodan,  M.D.,  Raven  Press,  New  York, 
1982.  274  pp.  Illus.  Price  $30.00. 

This  volume  is  a collection  of  papers  that  re- 
view the  effect  of  aging  on  the  immune  system 
and  how  it  relates  to  rheumatic  disease,  particu- 
larly the  common  entities  of  osteoarthritis  and 
rheumatoid  arthritis.  It  should  be  noted  that  the 
authors  of  the  various  papers  in  this  text  are 
well  known.  Particularly  of  interest  to  the  prac- 
ticing physician  are  chapters  late  in  the  text 
which  concentrate  on  the  clinical  aspects  of  rheu- 
matic diseases  in  the  elderly.  Rodney  Bluestone 
has  written  a chapter  on  the  diagnosis  and  man- 
agement of  rheumatic  diseases  in  the  elderly 
concentrating  on  those  manifestations  which  are 
most  typical  of  an  older  population.  There  is 
a review  of  diagnostic  techniques  as  they  apply 
to  the  geriatric  population,  a chapter  on  rehabili- 
tation and  the  conservative  management  of  joint 
disease  in  the  elderly,  and  quite  a good  chapter 
on  reconstructive  surgery  in  the  elderly  arthritic. 
I would  recommend  this  book  certainly  for  a 
reference  (if  not  to  be  bought)  to  internists  and 


geriatricians  dealing  with  a large  population  of 
older  patients  who  wish  to  become  more  familiar 
with  how  rheumatic  diseases  may  present  in  their 
patient  population  and  the  evaluation  and  man- 
agement of  these  conditions. 

James  H.  Newman,  M.D. 
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ADVANCES  IN  INFLAMMATION  RESEARCH,  Vol. 
3,  Rheumatoid  Arthritis,  edited  by  Morris  Ziff, 
M.D.,  Giampaolo  P.  Velo,  M.D.,  and  Sergio  Gor- 
ini,  M.D.,  Raven  Press,  New  York,  1982.  366  pp. 
Illus.  Price  $48.50. 

This  volume  is  actually  a collection  of  state- 
of-the-art  articles  on  various  areas  of  research 
involving  rheumatoid  arthritis.  The  editors  of 
this  volume  are  quite  familiar  with  rheumatoid 
arthritis.  They  spent  years  in  the  research  and 
treatment  of  this  disease.  Many  of  the  papers  pre- 
sented in  this  volume  deal  with  very  basic  aspects 
of  biochemical  events,  immunology,  and  cellular 
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biology  in  rheumatoid  disease.  Many  of  the 
authors  are  recognizable  as  leading  investigators 
in  their  particular  fields.  There  are  several  chap- 
ters which  will  be  of  some  interest  to  the  clini- 
cian. These  include  a discussion  of  Felty’s  syn- 
drome, juvenile  chronic  arthritis,  and  decision 
making  in  using  nonsteroidal  inflammatory  drugs 
in  rheumatoid  arthritis.  There  is  also  a chapter 
on  the  utility  of  plasmapheresis  and  lympho- 
pheresis  in  the  rheumatic  diseases.  In  general, 
this  volume  concentrates  on  the  various  compo- 
nents of  inflammation  in  localized  and  systemic 
rheumatoid  arthritis  in  keeping  with  the  aims 
of  this  particular  series  of  advances  in  inflamma- 
tion research  edited  by  Gerald  Weismann,  M.D. 
I would  recommend  it  to  immunologists  and 
rheumatologists,  but  feel  it  is  not  likely  to  be  of 
value  to  the  general  physician. 

James  H.  Newman,  M.D. 
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Gehee  Harvey,  M.D.,  The  Johns  Hopkins  Univer- 
sity Press,  Baltimore,  1981.  554  pp.  Price  $17.50. 

This  book  provides  a basic  catalog  of  the 
people  and  events  that  helped  shape  the  evolu- 
tion of  clinical  research  in  American  medicine 
during  the  first  half  of  this  century.  As  such, 
it  provides  useful  data  to  the  connoisseur  of 
medical  history,  particularly  those  interested  in 
the  10  or  12  major  university  medical  centers  in 
this  country.  For  the  casual  peruser  of  medical 
history  such  as  myself,  it  is  much  too  detailed 
to  enjoy  as  bedtime  reading.  My  main  interest 
in  the  book  centered  on  the  chapters  detailing  the 
growth  of  medical  centers  that  I have  personally 
been  acquainted  with,  most  notably,  my  alma 
mater,  Cornell.  At  least  here,  there  was  detail 
of  the  past  that  I had  some  familiarity  with. 

Perhaps  there  is  an  important  lesson  in  this 
book.  As  a resident  at  the  University  of  Penn- 
sylvania, I can  remember  an  extremely  elderly 
gentleman  named  Isaac  Starr  who  was  involved 
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CARE  OF  THE  TERMINALLY  ILL 
PATIENT  AND  FAMILY 


Barrie  R.  Cassileth,  Ph.D. 


Rapidly  expanding  medical  knowledge  and  in- 
creasingly sophisticated  scientific  technology 
have  combined  to  create  highly  specialized  pro- 
fessional functions  for  physicians  and  other  care- 
givers. This  has  resulted  in  narrowly  defined 
clinical  roles  and  in  a longing  among  many  pa- 
tients for  the  less  clinically  sophisticated  but 
more  personally  satisfying  kind  of  relationship 
once  available  with  the  family  physician. 

In  many  respects,  “psychosocial  support”  is  a 
modern  euphemism  for  the  qualities  of  human 
warmth,  caring,  and  interpersonal  skills  charac- 
teristic of  the  close  doctor-patient  interactions 
that  developed  when  patients  had  but  one  phy- 
sician. At  no  time  is  the  patient’s  and  family’s 
need  for  this  kind  of  support  more  pressing  than 
during  terminal  illness.  Ironically,  at  no  point 
throughout  the  span  of  illness  and  in  most  medi- 
cal centers  today,  is  that  support  less  available 
from  primary  caregivers  than  during  the  terminal 
phase.  Other  professionals  are  available  to  deal 
with  the  dying  patient’s  psychological  needs  and 
with  those  of  the  family — psychiatrists,  social 
workers,  clergy — and  the  temptation  is  great  to 
call  upon  them,  in  order  to  justify  decreasing 
physician  contact  as  the  patient  slips  clinically 
beyond  capacity  for  therapeutic  intervention. 

Dr.  Cassileth  is  Director  of  Psychosocial  Programs  at  the  Uni- 
versity of  Pennsylvania  Cancer  Center,  Philadelphia. 

This  paper  is  an  adaptation  of  her  presentation  at  the  Delaware 
Academy  of  Medicine  in  November  1982. 
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The  sense  that  true  professionalism  excludes 
emotional  involvement,  the  perception  that  time 
and  skills  are  more  efficiently  and  effectively 
spent  with  patients  who  can  be  treated  aggres- 
sively, and  the  absence  of  training  and  guidelines 
for  helpful  interactions  with  dying  patients  and 
their  families  leave  clinicians  unarmed,  un- 
schooled, and  uncomfortable. 

This  article  is  based  on  three  general  premises. 
First,  that  the  business  of  living,  of  sustaining  or 
enriching  relationships  and  of  maximizing  re- 
maining time,  is  the  proper  focus  of  energies  and 
goals  for  the  terminal  patient,  family,  and  clini- 
cian. Second,  that  dying  is  not  a psychiatric  dis- 
order, and  labels  of  psychologic  dysfunction  have 
little  place  or  utility  in  the  care  of  the  terminally 
ill.  Third,  that  the  clinician’s  responsibility  for 
the  terminal  patient  includes  psychosocial  sup- 
port, and  such  support  is  a legitimate  and  feasi- 
ble portion  of  the  physician’s  obligation. 

A caveat  is  in  order,  however,  with  regard  to 
the  final  premise.  Although  every  patient  re- 
quires and  deserves  the  physician’s  continued 
support,  not  every  patient  requires  special  or 
additional  intervention.  Many  people  have  the 
inner  resources  and  family  support  not  only  to 
manage  well  on  their  own,  but  even  to  help 
others  in  the  process.  Many  patients  exhibit 
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striking  and  surprising  degrees  of  psychic 
strength  and  resourcefulness. 

With  today’s  emphasis  on  death  and  the  cur- 
rent popularity  of  publications  on  the  subject, 
the  danger  exists  that  an  individual’s  behavior 
may  be  judged  deficient  or  incorrect  against  some 
theoretic  norm  of  what  is  “appropriate”  or 
“healthy”  during  the  final  phase  of  life.  The 
possibility  of  this  danger  is  increased  by  over- 
zealous  interpretation  of  Kubler-Ross’  analysis 
of  the  stages  of  death.1  This  pioneering  work, 
despite  the  author’s  explicit  warning,  is  readily 
perverted  into  the  simplistic  notion  that  people 
go  neatly  from  one  stage  to  another,  and  that 
anyone  out  of  step  requires  psychologic  assist- 
ance. Not  all  patients  experience  particular  stages 
of  emotional  response,  and  some  remain  comfort- 
ably fixed  in  a single  emotional  niche.  The  in- 
dividual’s own  comfort,  judged  against  a highly 
personalized  standard,  must  guide  assessment. 
Whether  an  individual  conforms  to  a general  or 
idealized  prototype  of  the  “dying  patient,”  if  in- 
deed one  exists,  is  neither  relevant  nor  helpful. 

Communication 

The  area  of  communication  exemplifies,  two 
extremes  of  a problem  highlighted  by  the  con- 
temporary focus  on  death  and  dying.  On  the 
one  hand,  there  is  a tendency  to  expect  and 
encourage  all  patients  to  verbalize  their  concerns 
and  feelings  about  death;  on  the  other  hand, 
there  is  a preference  among  the  more  tradition- 
ally schooled  to  avoid  any  such  discussion  at  all 
costs.  Neither  approach,  indiscriminately  ap- 
plied, can  serve  the  best  interest  of  patients. 

The  nonverbal  individual,  the  person  whose 
feelings  throughout  life  have  remained  matters 
of  the' utmost  privacy,  or  the  intellectual  who 
finds  comfort  in  removing  personal  experience  to 
a universal  or  literary  plane,  is  inappropriately 
pressed  to  discuss  how  “you  feel  about  your  im- 
pending death.”2  The  other  extreme  tendency 
is  perhaps  more  common:  our  frequent  inability 
or  unwillingness  to  admit  to  the  patient  that  we 
know  he  is  dying. 

This  is  an  aspect  of  communication  difficult 
not  only  for  clinicians,  but  for  patients’  friends 
and  relatives  as  well.  Patients  who  are  forced 
to  deal  alone  with  the  magnitude  of  their  situa- 
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tion  and  with  its  terrible  sadness  are  truly  aban- 
doned even  in  the  midst  of  good  clinical  care 
and  attentive  family  and  staff.  Cut  off  from 
meaningful  communication  with  others,  these 
patients  also  are  denied  the  relief  that  the  act 
of  sharing  one’s  concerns  and  feelings  typically 
brings.  An  unwillingness  or  inability  to  talk 
about  death,  or  to  allow  patients  to  do  so,  con- 
tributes to  the  fear  of  abandonment  that,  along 
with  fears  of  pain,  represents  dying  patients’ 
most  prevalent  concern. 

Many  find  the  subject  of  death  uncomfortable 
because  it  is  difficult  to  know  what  to  say.  We 
dread  the  “Why  me?”  questions  that  patients 
may  ask,  and  we  ourselves  may  harbor  the  same 
“Why  this  patient?”  doubts.  As  clinicians,  we 
are  accustomed  to  ready  answers,  and  here  there 
are  none  at  all.  What  dying  patients  need  and 
want  from  us,  however,  is  not  answers  but  con- 
cerns and  interest.  The  challenge  is  less  what 
to  say  than  how  to  listen. 

A related  and  most  difficult  communication  is- 
sue in  cancer  medicine  arises  well  before  the 
terminal  phase  but  can  influence  the  last  stages 
of  life  in  crucial  ways.  This  concerns  the  family 
member’s  request  that  the  diagnosis  be  kept  a 
secret  from  the  patient.  Fortunately,  this  prob- 
lem has  diminished  with  increasing  public  knowl- 
edge and  general  openness  about  malignant  dis- 
ease. Today  it  is  observed  primarily  among 
older  patients  and  older  physicians,  who  grew 
up  during  an  era  of  secrecy  and  shame  associated 
with  cancer  diagnoses.  Failure  to  reveal  the 
diagnosis  or  to  share  it  with  close  family  mem- 
bers creates  serious  problems  for  the  family. 
When  the  family  says,  “Don’t  tell  him  he  has 
cancer,  he  could  not  handle  the  news,”  the  family 
is  really  saying  that  they  cannot  handle  the  pa- 
tient knowing  the  truth.  Physicians  too  may 
apply  this  kind  of  rationalization.  They  may 
decide  that  the  patient  could  not  tolerate  the 
information,  when  it  is  really  the  doctor  who 
cannot  psychologically  manage  discussing  it. 

While  the  family  and  the  doctor  try  to  pro- 
tect the  patient  by  keeping  the  diagnosis  a secret, 
what  is  going  on  with  the  patient?  Very  often, 
the  patient  knows  or  at  least  suspects  strongly 
that  he  has  cancer.  He  in  turn  attempts  to 
protect  his  family  and  physician  from  the  fact 
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that  he  knows.  This  occurrence  was  common 
enough  in  the  past  to  have  been  given  a name: 
“the  conspiracy  of  silence.”  It  is  a conspiracy 
that  is  highly  detrimental  to  the  patient  and 
family,  as  well  as  to  the  doctor-patient  relation- 
ship, because  it  does  not  permit  the  patient, 
familv,  and  physician  to  communicate  honestly 
during  a time  of  great  stress. 

This  problem  can  be  obviated  simply  by  in- 
suring that  the  patient’s  spouse  or  other  close 
family  member  is  present  when  the  diagnosis 
and  treatment  plan  are  first  discussed.  Such  an 
arrangement  not  only  precludes  a conspiracy  of 
silence  and  assists  open  communication  in  the 
family,  it  also  permits  the  patient  and  family 
member  to  support  one  another  emotionally 
when  hearing  a serious  diagnosis,  as  well  as 
thereafter  through  the  terminal  stage  if  cure  or 
remission  is  unobtainable. 

Fear 

There  are  some  specific  points  of  explanation 
and  reassurance  that  many  patients  welcome. 
Patients  need  to  be  assured  of  their  physician’s 
continuing  involvement  in  their  care.  The  dying 
patient,  moved  to  a room  at  the  end  of  the  hos- 
pital corridor  and  visited  by  staff  with  decreasing 
frequency  and  for  ever  shorter  periods  of  time, 
is  by  now  a time  worn  story,  but  it  remains  a 
persistent  reality  in  many  instances. 

Explicit  assurance  that  pain  will  be  continu- 
ously monitored  and  controlled,  accompanied  of 
course  by  action  toward  that  promise,3  is  pro- 
foundly relieving  to  patients  who  recall  the  long- 
standing agonies  of  a dying  relative  years  ago,  or 
whose  primary  association  with  terminal  illness 
is  lingering,  painful  death.  Few  patients  ask 
directly,  but  many  worry  privately,  about  the 
specifics  of  how  they  will  die.  Patients  and  fam- 
ilies are  greatly  relieved  to  learn  that  death 
typically  occurs  gradually,  and  are  reassured 
also  to  learn  that  death  almost  invariably  is  pre- 
ceded by  gradual  loss  of  function  and  by  peace 
and  tranquility.  It  is  typically  devoid  of  fear 
or  anguish,  an  observation  made  by  Osier  and 
many  others.4 

Alienation  and  Loss  of  Control 

The  almost  total  dependency  of  the  hospital- 
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ized  terminally  ill  patient  causes  frustration  and 
humiliation,  particularly  for  patients  whose  lives 
have  been  characterized  by  independence  and 
decision-making  for  self  and  others.  Hospitaliza- 
tion even  for  short-term,  minor  ailments  is  asso- 
ciated with  anxiety,  alienation,  loss  of  control, 
and  the  disquiet  induced  by  unintelligible  termi- 
nology. 

All  of  these  problems  are  exacerbated  for 
terminally  ill  patients  who  face  also  a childlike 
existence  in  which  physical  needs  are  attended 
to  by  others,  in  which  relief  from  pain  and  dis- 
comfort depends  upon  people  and  actions  out- 
side of  themselves,  and  in  which  progressive  de- 
bilitation increasingly  narrows  their  sphere  of 
independent  capacity  and  action.  Appeals  for 
“death  with  dignity”  and  “quality  of  remaining 
life,”  as  well  as  the  popularity  of  hospice  pro- 
grams, are  attributable  in  part  to  these  facts  of 
terminal  hospitalization. 

The  sense  of  alienation  and  loss  of  control  can 
be  decreased  at  least  to  a degree,  but  usually 
at  some  cost  to  the  efficiency  of  hospital  routine. 
Patients  should  be  given  the  opportunity  to  make 
decisions  whenever  possible.  For  example,  in 
the  absence  of  therapeutic  mandate,  the  patient 
should  have  the  option  to  receive  medication  in 
liquid  versus  capsule  or  pill  form.  Patients 
should  be  given  the  opportunity  to  medicate 
themselves  when  feasible,  and  should  have  copies 
of  their  own  medication  schedules.  Whenever 
possible,  self-care  and  the  opportunity  to  select 
preferred  menus  also  help  the  patient  regain 
some  control  over  the  environment  and  the  dis- 
ease. Removing  from  a patient  all  opportunity 
to  act  independently  defeats  the  goal  of  enabling 
patients  to  maximize  their  remaining  time  and 
to  “live”  until  they  die.  The  patient  who  is 
rendered  totally  dependent  in  order  to  suit  insti- 
tutional needs  is  socially  “dead”  before  his  time. 

Families  of  terminally  ill  patients  face  the 
same  sense  of  helplessness.  It  is  difficult  for 
them  to  stand  by  with  no  role  to  play  and 
nothing  helpful  to  do.  Families  require  and  can 
fulfill  a helping  role,  and  can  be  assisted  and 
encouraged  to  serve  in  this  way.  Family  mem- 
bers can  help  with  meals,  by  monitoring  medi- 
cations, or  by  becoming  involved  with  physical 
care  in  some  other  active  fashion. 
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Guilt 

Adults  as  well  as  children  may  interpret 
terminal  illness,  particularly  terminal  malignant 
disease,  as  punishment  for  past  failures  or  ac- 
tions. The  impact  of  this  kind  of  thinking  has 
been  magnified  in  recent  years  by  popularization 
of  the  notion  that  maintaining  and  regaining 
health  are  primarily  the  individual’s  responsi- 
bilities. Although  we  are  responsible  for  be- 
haviors that  carry  health  risks,  such  as  smoking, 
diet,  and  lack  of  exercise,  the  popularized  notion 
unfortunately  also  embodies  the  precept  that  one 
is  at  fault  personally  not  only  for  having  con- 
tracted the  disease,  but  also  for  failing  to  achieve 
cure.  Psychosocial  factors  no  doubt  contribute 
in  an  as  yet  unknown  manner  to  the  etiology 
of  disease,  but  only  as  one  link  in  a long  causal 
chain.  The  direct  relationship  postulated  by 
some,  that  emotional  deficit  or  improper  lifestyle 
causes  malignant  disease,  is  untenable.  Worse, 
it  adds  a burden  of  guilt  to  the  patient  already 
struggling  with  the  physical  and  emotional  diffi- 
culties of  terminal  illness. 

Anticipatory  Grief 

When  a patient  is  days  or  weeks  from  death, 
family  members  often  experience  anticipatory 
grief:  they  begin  to  mourn  the  death  of  their 
loved  one  in  advance.5  Gradual  acclimation  to 
impending  loss  is  natural  and  helpful.  It  be- 
comes dysfunctional  and  problematic,  however, 
when  the  patient  fails  to  die  on  schedule. 

The  family  under  these  circumstances  thinks 
of  the  patient  as  dead — in  a sense  that  patient 
has  become  sooially  dead — and  they  act  toward 
the  patient  accordingly.  In  such  cases,  anticipa- 
tory grief  becomes  premature  mourning.  This 
problem  may  be  avoided  by  not  setting  specific 
time  limits  for  the  patient’s  expected  survival, 
that  is,  by  refraining  from  indicating  that  the 
patient  “has  four  months  to  live.”  When  the 
family  is  given  a particular  time  frame,  which 
can  rarely  be  estimated  accurately  in  any  event, 
families  often  take  it  literally.  If  the  patient  is 
still  alive  four  months  later,  families  wonder 
why,  and  then  feel  guilty  about  such  thoughts. 
On  the  other  hand,  if  the  patient  dies  in  less 
than  four  months,  the  family  not  unreasonably 
can  become  angry  with  the  physician  for  “allow- 
ing” the  patient  to  die  too  soon.  Giving  the 


family  a specific  time  frame  is  a problem-ridden 
practice,  and  one  that  should  be  avoided. 

Coping 

Our  ability  to  help  patients  adapt  demands 
just  those  qualities  that  patients  find  wanting 
in  the  traditional  medical  setting.  The  capacity 
to  listen  runs  contrary  to  our  activist,  interven- 
tionist orientation.  The  simple  act  of  sitting 
down  with  a patient  carries  important  meaning: 
it  suggests  a willingness  and  readiness  for  real 
communication.  But  clinicians  typically  stand 
at  the  bedside,  and  this  posture  itself  conveys  a 
message  that  is  rarely  misinterpreted.  The  pa- 
tient and  family  know  that  the  physician  is  too 
busy  with  more  important  matters  to  sit  down 
and  talk.  It  is  a unique  patient  who  can  share 
concerns  in  a meaningful  and  productive  fashion 
with  an  individual  looming  over  the  bed,  demon- 
strating by  posture  the  hope  and  expectation  of 
a quick  departure. 

Patients’  needs  differ  from  one  day  to  the 
next,  and  each  patient  is  unlike  the  other.  Help- 
ful interaction  requires  some  understanding  of 
emotional  status  and  needs  of  a particular  pa- 
tient at  the  point  in  time,  understanding  that  can 
be  achieved  by  a willingness  to  listen  and  to 
confront  issues  that  are  as  difficult  for  the  phy- 
sician as  for  the  patient. 

An  important  underlying  principle  here  is  that, 
just  as  a specific  diagnosis  does  not  make  all 
patients  alike,  so  families  facing  terminal  illness 
are  not  automatically  similar.  Families  differ 
from  one  another  in  important  ways.  Each  fam- 
ily has  a particular  identity  and  a history  of  past 
experience,  as  well  as  long-standing  styles  of 
relationships  among  its  members.  The  quality 
of  those  relationships  may  be  strong  and  mutu- 
ally-supportive  in  some  families;  in  others  that 
is  not  the  case  and  we  cannot  rely  on  such  family 
members  to  provide  the  kind  of  emotional  sup- 
port that  the  patient  may  need. 

The  terminal  patient  faces  a crisis  of  major 
proportions  and  the  overwhelming  prospect  of 
extinction.  It  is  a natural  survival  technique  for 
anyone  under  great  stress  to  segment  the  overall 
task,  and  to  deal  with  smaller,  more  manageable 
pieces  of  the  whole  on  a sequential  basis.  Our 
approach  to  terminal  patients  and  their  families 
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can  help  them  similarly  to  deal  with  manageable 
segments  of  the  whole.  We  can  guide  them 
through  incremental  disappointments,  each  of 
which  can  be  mastered  before  the  next  problem 
is  confronted.  Patients  and  family  members  can 
be  helped  to  avoid  the  need  to  face  one  massive 
loss  by  the  manner  and  timing  of  the  presenta- 
tion of  information,  time  during  which  adjust- 
ment to  incremental  loss  is  important  and  neces- 
sary. We  can  be  guided  successfully  by  assess- 
ing how  much  this  patient  and  this  family  are 
ready  to  be  told  at  this  particular  point,  and  by 
knowing  where  the  patient  and  family  are  in 
the  continuum  of  adjustment  to  incremental  dis- 
appointment. The  goal  is  to  obviate  the  patient’s 
and  family’s  need  to  confront  the  totality  of  the 
loss  all  at  once. 

Patients  readjust  their  self-perceptions  and 
goals  according  to  their  changing  clinical  status. 
It  is  often  difficult  for  the  healthy  outsider  to 
understand  how  and  where  terminal  patients 
find  reason  for  hope  or  for  setting  goals.  Patients 
do,  however,  reorient  themselves  and  establish 
goals,  such  as  going  home  or  living  to  an  anni- 
versary, that  are  consonant  with  their  physical 
realities. 

Denying  or  minimizing  the  seriousness  of  the 
situation  is  a common  and  adaptive  coping  mech- 
anism that  also  gives  patients  time  to  assimilate 
the  impact  of  sequential  implications  of  illness. 
Temporary  denial  affords  the  opportunity  to 
marshal  psychologic  resources  needed  to  deal 
with  the  problem.  Temporary  denial  among 
seriously  ill  patients  is  not  psychopathologic;  it 
serves  a useful  and  adaptive  purpose  by  buffering 
the  impact  of  new  realities.  Denial  gives  patients 
time  to  cope  with  small  setbacks,  postponing 
the  need  to  face  the  entire  problem  at  one  time, 
and  should  not  be  interfered  with.  House  staff 
occasionally  are  alarmed  by  patients  who  they 
conclude  are  doing  poorly  because  they  “won’t 
talk  about  their  dying.”  Not  all  patients  talk 
about  “their  dying”  when  one  might  think  they 
should,  and  some  patients  never  verbalize  the 
subject.  If  the  mechanism  of  denial  makes  the 
patient  more  comfortable  and  does  not  interfere 
with  care,  it  should  be  respected  and  left  alone. 
The  well-meaning  bias  to  help  the  patient  “con- 
front reality”  should  not  be  used  as  a rationale 


to  batter  successful  adaptive  defenses. 

Anger  is  a natural  response  to  massive  dis- 
appointment and  impending  loss.  Because  it  is 
difficult  for  rational  people  to  display  anger  at 
something  as  inexplicable  and  abstract  as  fate 
or  terminal  disease,  anger  tends  to  be  displaced 
onto  potentially  more  controllable  concrete  or 
neutral  aspects  of  the  patient’s  environment,  such 
as  caregivers,  hospital  food  or  routine,  or  family 
members.  We  need  to  respond  to  patients’ 
anger,  but  to  its  real  rather  than  superficial 
meaning.  Assaults  should  not  be  taken  per- 
sonally, nor  dealt  with  at  face  value.  Instead 
of  reacting  to  the  patient’s  words,  for  example 
by  apologizing  for  inadequately  hot  food,  we 
should  respond  by  confronting  the  source  of  the 
anger  (“I  know  you’re  angry.  It’s  awful  to  be 
so  sick,  and  I feel  terrible  about  it  too.”)  Anger 
is  another  coping  response  that  helps  the  patient 
reach  for  mastery  and  control  over  an  essentially 
uncontrollable  situation. 

Another  type  of  effort  to  attain  mastery  is  the 
attempt  to  find  purpose  or  meaning  in  the  illness 
and  impending  death.  The  meaning  may  be 
perceived  in  terms  of  religious  faith  or  some 
other,  highly  personal,  construct.  If  the  ascribed 
meaning  is  detrimental,  for  example  if  it  involves 
guilt  or  self-blame  for  the  disease,  efforts  on  the 
part  of  the  clinician  -and  possibly  outside  inter- 
vention are  needed  to  reorient  the  patient  to  a 
more  reasonable  and  comfortable  perspective. 
Typically,  however,  patients  find  purpose  or 
meaning  in  their  suffering  in  such  a way  as  to 
provide  spiritual  or  emotional  relief,  and  they 
should  be  supported  toward  this  goal. 

Important  individual  differences  color  patients’ 
needs  and  reactions.  Cultural  and  situational 
factors  modifv  pain  thresholds,  pain  perception, 
and  need  for  analgesics.  The  symbolic  implica- 
tions of  the  illness  influence  the  meaning  ascribed 
to  the  disease,  readiness  to  comply  with  thera- 
peutic regimens,  and  general  emotional  re- 
sponse.6 Family  support  and  demands,  per- 
sonality, lifestyle  and  internal  resources,  and 
habitual  modes  of  coping  with  crises  help  de- 
termine the  quality  of  adaptation,  the  effective- 
ness of  coping,  the  need  for  intervention,  and  the 
type  of  preferred  doctor-patient  relationship.  Pa- 
tients vary  in  their  preferences  for  detailed  in- 
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formation  and  in  the  extent  to  which  they  want 
to  participate  in  treatment  decisions.7 

The  needs  and  strengths  of  terminally  ill  pa- 
tients are  diverse.  As  such,  each  patient  must 
be  approached  not  according  to  some  prede- 
termined notion  of  “correct”  attitudes  and  be- 
havior, but  through  sensitivity  to  the  unique 
qualities  of  the  particular  individual.  Just  as  dif- 
ferent patients  vary,  an  individual  patient’s  needs 
and  emotional  status  will  change  substantially 
over  time.  Fluctuations  are  to  be  expected.  A 
standard  or  uniform  approach  to  patients,  or 
even  to  a single  patient  across  time,  is  no  more 
appropriate  than  an  invariant  style  of  communi- 
cation with  one’s  colleagues  or  family. 

Understanding  what  the  patient  is  experienc- 
ing and  serving  that  patient  well  demand  pro- 
fessional role  flexibility,  emotional  accessibility, 
the  capacity  to  listen,  and  a readiness  to  share 
and  thereby  help  diminish  grief.  These  are  skills 
that  we  tend  to  have  as  individuals,  but  skills 
that  are  often  not  discussed  during  medical  train- 
ing and  are  sometimes  not  part  of  the  usual  sense 


of  what  physicians  should  do  and  be.  The  phy- 
sician must  remain  with  the  patient,  continue  to 
participate  in  management,  and  sustain  contact 
throughout  the  terminal  phase  so  that  the  pa- 
tient’s fear  of  abandonment  is  not  realized. 

The  patient’s  death  is  not  the  clinicians’  failure 
nor  that  of  the  medical  system.  Patients  and 
their  families  require  of  their  physicians  con- 
tinued concern  and  attention.  They  assign  blame 
and  disappointment  not  to  our  inability  to  repel 
inevitable  death  but  to  our  discomfort  and  re- 
luctance to  share  with  them  its  tribulations  and 
grief. 
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THE  AMA  DELEGATE 

1983  ANNUAL  REPORT  OF  THE  AMA  HOUSE  OF  DELEGATES 


Roger  B.  Thomas,  Jr.,  M.D. 


The  annual  meeting  of  the  AMA  House  of 
Delegates  was  held  June  19-23,  1983,  in  Chicago. 
The  Medical  Society  of  Delaware  was  repre- 
sented by  its  President,  Ignatius  J.  Tikellis,  M.D.; 
its  Delegate,  Roger  B.  Thomas,  Jr.,  M.D.;  its 
Alternate  Delegate,  Rhoslyn  J.  Bishoff,  M.D.; 
and  its  Executive  Director,  Anne  Shane  Bader. 
Seated  with  the  Delaware  Delegation  was  the 
Section  Representative  for  the  American  Ortho- 
pedic Association,  G.  Dean  MacEwen,  M.D.,  of 
Wilmington.  This  report  will  review  major  items 
of  business  which  were  transacted  during  that 
particular  meeting,  along  with  lesser  items  which 
have  particular  relevance  to  our  state.  More 
fully  detailed  information  is  contained  in  the 
AMA  News,  dated  July  1/July  8,  1983. 

There  were  351  delegates  seated,  representing 
the  medical  societies  of  50  states,  Guam,  the 
Virgin  Islands,  and  Puerto  Rico;  delegates  from 
various  branches  of  the  military,  the  Public 
Health  Service,  and  the  Veterans  Administration; 
61  delegates  representing  various  specialty  so- 
cieties; and  one  delegate  each  from  the  Medical 
Student  Section,  the  Resident  Section,  and  the 
newly-added  Hospital  Medical  Staff  Section. 

Certainly  the  most  anticipated  part  of  the 
meeting  was  the  arrival  of  President  Ronald 

Dr.  Thomas  is  the  Medical  Society  of  Delaware’s  Delegate  to 
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Reagan,  and  his  address  to  the  AMA  House  of 
Delegates  on  the  last  day  of  the  meeting.  He 
praised  the  medical  establishment  for  high  qual- 
ity medical  care,  and  warmed  the  audience 
when  he  noted,  “American  medicine  is  the  best 
in  the  world  because  it  has  remained  private.” 
He  then  went  on  to  say,  “While  the  quality  of 
health  care  in  this  nation  is  unsurpassed,  un- 
fortunately so  are  the  costs.”  He  told  the  House 
of  Delegates  that  since  Medicare  payment  rates 
recently  had  been  increasing  by  about  20%  a 
year,  his  proposal  for  a freeze  on  Medicare  costs 
was  necessary  to  deal  with  an  approaching  crisis 
in  the  federally  subsidized  program  for  the 
elderly.  He  also  proposed  greater  cost-sharing 
by  Medicare  patients  in  the  treatment  of  routine, 
nonoatastrophic  illness.  He  denied  that  his 
budget  cutbacks  had  increased  health  care  prob- 
lems of  the  poor,  emphasizing  that  his  adminis- 
tration was  devoting  more  money  to  health  care 
than  any  administration  in  history,  with  3 mil- 
lion more  elderly,  poor,  and  disabled  Americans 
receiving  Medicare  and  Medicaid  benefits  since 
1980. 

In  a press  conference  following  his  address, 
AMA  President-elect  Joseph  F.  Boyle,  M.D., 
stated  that  “We  are  especially  gratified  by  the 
President’s  reaffirmation  of  the  need  to  keep 
American  medicine  private  and  of  his  praise  for 
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AMA  efforts  to  hold  down  the  rise  in  medical 
costs.”  Dr.  Bovle  and  AMA  Executive  Vice 
President  James  H.  Sammons,  M.D.,  both  em- 
phasized that  the  President’s  proposal  for  a one- 
year  freeze  on  doctors’  Medicare  fees  will  do 
nothing  more  than  save  the  government  that  cost 
and  pass  it  on  to  other  patients.  Dr.  Sammons 
noted  that  “What  we  will  see  is  a cost  shift  from 
what  the  government  pays  to  what  other  patients 
pay.”  He  went  on  to  add  that  the  President’s 
address  was  significant  because  there  had  been 
no  changes.  “We  have  known  for  years  the 
President’s  views  on  medical  care.  Once  Ronald 
Reagan  has  made  up  his  mind,  he  sticks  to  it 
with  unswerving  dedication,  and  that  is  quite 
a desirable  quality.” 

Just  prior  to  the  convening  of  the  House  of 
Delegates,  there  occurred  the  first  meeting  of  the 
AMA’s  Hospital  Medical  Staff  Section;  this  meet- 
ing was  characterized  by  the  feeling  that  the 
Section  would  become  an  important  forum  in  the 
AMA.  The  meeting  was  attended  by  640  dele- 
gates, which  was  a surprisingly  heavy  turnout, 
since  the  meeting  had  not  been  heavily  publi- 
cized. Most  of  the  delegates  were  the  chiefs  of 
their  hospitals’  medical  staff,  and  most  had  never 
attended  an  AMA  meeting  before.  The  Section, 
which  will  give  hospital  staff  a voice  in  organized 
medicine  at  the  national  level,  was  set  up  be- 
cause of  the  recognition  that  the  primary  unit  of 
physician  organization  has  become  the  hospital 
medical  staff.  The  Section  elected  its  first  gov- 
erning council  and  submitted  eight  resolutions 
to  the  AMA  House  of  Delegates.  The  most  im- 
portant internal  question  addressed  was  the  issue 
of  whether  or  not  to  continue  as  an  open  as- 
sembly, since  it  was  noted  that  if  every  hospital 
sent  -a  representative,  there  would  be  7,000 
delegates  at  the  Section’s  meetings.  However, 
the  Section  emphatically  voted  to  continue  as  an 
open  forum  at  the  present  time. 

Of  the  eight  resolutions  that  were  submitted, 
seven  were  adopted,  some  with  changes.  These 
included  recommendations  that  hospital  medical 
staffs  hire  their  own  lawyers;  exclude  nonphysi- 
cians from  the  peer  review  of  doctors;  retain 
responsibility  for  credentialing;  and  that  medi- 
cal staff  officers  be  nominated  and  elected  demo- 
cratically. 

488 


The  AMA  House  of  Delegates  gave  its  ap- 
proval for  the  creation  of  new  positions  on  the 
AMA  Board  of  Trustees,  one  a voting  position 
for  a resident  and  another  a nonvoting  position 
for  a medical  student.  The  resolutions  dealing 
with  this  matter  passed  the  House  of  Delegates 
with  overwhelming  support,  in  recognition  of 
the  substantial  impact  that  these  physicians  and 
students  have  on  the  AMA.  It  was  pointed  out 
that  of  the  214,000  physician  members  of  the 
AMA,  55,000  of  them  are  resident  physicians  or 
medical  students.  Recent  surveys  have  indi- 
cated that  over  two-thirds  of  resident  members 
continue  their  AMA  membership  after  residency, 
whereas  less  than  one-fourth  of  non-AMA  mem- 
ber residents  join  the  AMA  after  residency.  In 
addition,  it  was  noted  that  although  all  mem- 
bership categories  increased  during  1982,  the 
largest  increase  was  in  the  House  Staff  category. 

Striking  a balance  between  anti-trust  consider- 
ations and  physicians’  concerns  about  the  status 
of  limited  licensed  practitioners  and  hospitals, 
the  House  of  Delegates  affirmed  that  physicians 
should  supervise  the  medical  care  of  all  patients 
in  the  hospitals  but  that  consideration  should  be 
provided  to  limited  licensed  practitioners  in  ac- 
cordance with  state  law,  and  when  approved  by 
the  executive  committee  of  the  medical  staff  and 
by  the  governing  board  of  the  hospital.  The 
House’s  actions  were  part  of  seven  directives 
that  it  gave  to  the  seven  AMA  commissioners  to 
the  Joint  Commission  on  the  Accreditation  of 
Hospitals  (JCAH),  which  is  revising  its  accredi- 
tation manual  for  hospitals.  The  House’s  direc- 
tives would  allow  limited  licensed  practitioners 
to  obtain  hospital  privileges  but  not  medioal 
staff  membership.  The  House  action,  which  was 
a substitute  for  23  other  resolutions,  said  that 
final  approval  of  the  revised  medical  staff  chap- 
ter should  be  delayed  until  comments  from  the 
AMA  House  of  Delegates,  medical  societies,  hos- 
pital medical  staffs,  hospitals,  and  medical  spe- 
cialty organizations  have  been  considered.  The 
AMA’s  seven  commissioners  do  not  constitute 
a majority  of  the  JCAH  Board,  which  has  twenty- 
two  commissioners  altogether.  The  JCAH  had 
hoped  to  give  final  approval  to  the  new  standards 
in  August,  but  it  was  thought  likely  that  the 
AMA  commissioners  could  at  least  persuade  the 
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other  members  of  the  Board  to  delay  approval 
of  the  chapter  on  medical  staffs  until  it  could  be 
distributed  to  the  field  for  comment.  It  should 
be  noted  that  this  would  be  the  third  time  that 
the  proposed  revisions  to  the  standards  will  have 
been  mailed  to  the  field. 

AMA  Board  of  Trustees  Chairman  Joseph  F. 
Boyle,  M.D.,  was  chosen  1983-1984  President- 
elect at  this  meeting.  The  Los  Angeles  internist 
said  that  he  planned  to  continue  addressing  legis- 
lative barriers  and  funding  processes  that  pre- 
vent physicians  from  maintaining  high  profes- 
sional standards.  He  also  envisions  working  to 
develop  AMA  policy  on  competition  among 
medical  practitioners.  Frank  J.  Jirka,  M.D.,  was 
installed  as  President  of  the  AMA  at  this  meet- 
ing, and  in  his  inaugural  speech  he  issued  a 
call  for  cooperation  between  physicians,  the 
public,  government,  and  insurers.  He  discussed 
the  increased  competition  and  pronounced 
changes  in  reimbursement  and  delivery.  He  said, 
“The  nation  can  no  longer  afford  the  most  ex- 
pensive care  in  the  most  expensive  settings.  What 
the  nation  must  have  is  appropriate,  effective 
care  in  appropriate,  cost-effective  settings.”  He 
went  on  to  say  that  by  practicing  medicine  that 
is  both  care  effective  and  cost  effective,  physi- 
cians can  preserve  their  professionalism  and  the 
quality  of  service  they  provide  the  patients. 

With  little  floor  debate,  the  House  of  Dele- 
gates adopted  two  resolutions  on  diagnosis-re- 
lated groups  ( DRGs ) . One  resolution  asked  the 
AMA  to  support  hospital  staff  review  of  DRGs 
to  promote  quality  care,  educate  physicians  on 
the  use  of  DRGs,  and  support  the  concept  that 
individual  hospital  medical  staffs  are  responsible 
for  the  quality  of  care  of  their  patients.  The 
second  resolution  asked  the  AMA  to  urge  the 
government  to  pay  its  fair  share  of  the  cost  of 
hospital  care  for  its  beneficiaries,  regardless  of 
whether  the  payment  system  is  based  on  pros- 
pective rate-setting  or  cost  reimbursement.  Im- 
portantly, testimony  at  the  Reference  Committee 
pointed  out  that  the  prospective  payment  sys- 
tem worked  out  for  hospital  Medicare  reimburse- 
ment also  may  be  applied  to  physician  reim- 
bursement, under  provisions  contained  in  the 
Social  Security  Amendments  passed  in  April 
1983.  The  report  pointed  out  that  under  the 


language  of  that  law,  the  Secretary  of  HHS  is 
charged  with  collecting  data  on  physician  reim- 
bursement to  determine  possible  DRG  reim- 
bursement rates  in  fiscal  1984. 

Dioxin,  a chemical  by-product  and  toxic  waste 
material  recently  highlighted  in  the  national 
press,  came  up  for  discussion  on  the  floor  of  the 
House.  The  House  of  Delegates  passed  a reso- 
lution on  its  consent  calendar  that  called  on  the 
AMA  to  launch  a public  information  campaign 
to  present  accurate  information  and  prevent 
irrational  reaction  and  unjustified  public  fright 
and  to  prevent  dissemination  of  possible  errone- 
ous information.  The  resolution  referred  to  a 
1981  report  from  the  AMA  Council  on  Scientific 
Affairs  which  found  that  there  were  no  docu- 
mented human  deaths  directly  attributable  to 
Dioxin  and  that  very  little  morbidity  was  known 
to  have  occurred.  That  report  stated  that  there 
was  no  conclusive  evidence  yet  available  that 
this  material  was  mutagenic  or  teratogenic  in 
man.  The  report  cited  the  extensive  human  ex- 
posure that  occurred  in  Seveso,  Italy,  in  1976, 
and  noted  that  the  most  recent  progress  report 
on  those  victims  showed  no  impairments  so  far 
other  than  a benign  skin  irritation  called  chlor- 
acne. 

Instructing  an  AMA  Delegate  about  how  to 
vote  at  the  annual  and  interim  meetings  restricts 
the  delegate  to  representing  only  his  sponsoring 
society,  rather  than  the  profession  in  general, 
according  to  a report  called  “Governance  of  the 
AMA”  from  the  Council  on  Long  Range  Plan- 
ning and  Development.  This  report  stated  that 
the  practice  of  instructing  the  delegate  how  to 
vote  also  limits  the  delegate’s  ability  to  exercise 
his  best  judgment  and  respond  to  new  informa- 
tion that  may  be  produced  during  debates.  It 
could  be  argued  that  if  all  delegations  were  to 
come  instructed,  there  would  be  no  point  to 
having  a convention  with  committees  and  de- 
bates. A mail  vote  on  each  item  of  business 
would  be  all  that  would  be  necessary. 

Foreign  medical  school  graduates  who  are 
already  licensed  to  practice  in  the  United  States 
and  who  wish  to  obtain  certification  in  a new 
state  could  be  exempt  from  documenting  the 
standards  of  their  medical  school  programs,  un- 
der a resolution  passed  by  the  House  of  Dele- 
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gates.  This  resolution  sought  to  clarify  the  in- 
tent of  an  action  taken  at  last  year’s  annual 
meeting,  which  recommended  that  state  medi- 
cal licensing  boards  require  graduation  from  a 
school  accredited  by  the  Liaison  Committee  on 
Medical  Education  as  a prerequisite  for  an  un- 
restricted license  to  practice  medicine  in  any 
state.  Last  year’s  action  also  recommended 
that  graduates  of  programs  not  so  accredited  be 
required  to  provide  documentation  of  gradua- 
tion from  a school  meeting  equitable  standards 
and  performance  evaluation  requirements.  There 
was  heavy  debate  in  both  the  House  and  in 
Reference  Committees  about  the  recently  passed 
resolution,  which  in  retrospect  seems  largely 
due  to  a lot  of  misunderstanding  about  which 
foreign  medical  school  graduates  would  be 
covered  by  it.  It  spells  out  the  parameters 
defining  foreign-trained  physicians  who  have 
satisfactorily  established  their  training  quality, 
by  virtue  of  currently  being  licensed. 

Of  interest  to  small  state  society  delegations, 
the  House  of  Delegates  passed  a resolution 
which  was  the  spirit  and  intent  of  the  resolution 
originally  submitted  by  the  Medical  Society  of 
Delaware,  as  a result  of  which  the  president  of 
a state  society  can  assume  the  seat  of  one  of  his 
state’s  delegates,  for  purposes  of  discussing  mat- 
ters on  the  floor  and  voting,  just  as  is  done  by 
an  alternate  delegate.  This  action  is  of  con- 
siderable benefit  to  states  like  Delaware,  be- 
cause now  the  president,  having  more  than  an 
observer  status,  can  be  much  more  active  and 
effective  at  these  meetings. 

The  recommended  1984  dues  increase  was 
lowered  from  $25  to  $15  in  an  action  by  the 
House^oC  Delegates.  As  a result,  regular  dues 
will  be  $330  next  year,  instead  of  the  planned 
$340.  The  decision  to  lower  the  recommended 
dues  increase  was  based  on  a more  optimistic 
fiscal  projection.  Mitigation  of  the  proposed 
1984  dues  increase  was  also  fueled  by  the  con- 
tinuing desire  to  increase  membership  in  all 
categories,  especially  the  regular  membership 
category.  It  should  be  noted  that  these  dues 
increases  were  passed  by  the  House  of  Dele- 
gates two  years  ago,  and  the  current  action  is  a 
resetting,  at  a lower  level,  of  previously  pro- 
grammed dues  increases. 


The  House  of  Delegates  adopted  five  new 
opinions  of  the  AMA  Judicial  Council,  several  of 
which  were  on  genetic  counseling,  artificial  in- 
semination, and  in  vitro  fertilization.  An  opinion 
on  interprofessional  relations  with  nurses  said 
that  in  cases  in  which  orders  appear  to  the  nurse 
to  be  in  error  or  contrary  to  customary  medical 
and  nursing  practice,  the  physician  has  an  ethi- 
cal obligation  to  explain  those  orders  to  the 
nurse  involved.  The  opinion  also  notes  that  the 
ethical  physician  should  neither  expect  nor  in- 
sist that  nurses  follow  orders  contrary  to  stand- 
ards of  good  medical  and  nursing  practice.  In 
emergencies  in  which  prompt  action  is  necessary 
and  the  physician  is  not  immediately  available, 
in  the  performance  of  reasonable  care  a nurse 
may  be  justified  in  acting  contrary  to  the  phy- 
sician’s standing  orders  for  the  safety  of  the 
patient.  Such  occurrences  should  not  be  con- 
sidered to  be  a breakdown  in  professional  rela- 
tions, the  opinion  said. 

An  opinion  on  sports  medicine  points  out 
that  the  professional  responsibility  of  the  physi- 
cian who  serves  in  a medical  capacity  at  an  ath- 
letic contest  or  sporting  event  is  to  protect  the 
health  and  safety  of  the  contestants.  The  desire 
of  the  spectators,  promoters  of  the  event,  or  even 
the  injured  athlete  should  not  be  controlling. 
The  physician’s  judgment  should  be  governed 
only  by  medical  considerations,  according  to  this 
opinion  from  the  Judicial  Council. 

The  legislative  issue  that  dominated  1982 — 
the  continuation  of  Medicine’s  seven  year  fight 
against  the  self-asserted  jurisdiction  of  the  Fed- 
eral Trade  Commission — continues  in  the  news. 
Earlier  this  year,  the  AMA  thought  that  it  had 
achieved  its  objectives  when  an  AMA-FTC  con- 
sensus appeared  to  recognize  the  traditional  role 
of  state  regulation  in  the  areas  of  professional 
licensure  and  duties,  and  to  protect  those  tradi- 
tional licensure  and  practice  acts  from  pre- 
emption by  the  FTC.  Last  month,  however,  a 
House  Committee  stripped  the  consensus  lan- 
guage from  a bill  reauthorizing  the  FTC.  The 
AMA  will  continue  to  press  for  major  principles 
in  any  bill  reauthorizing  the  FTC,  including  the 
maintenance  of  state  jurisdiction  over  activities 
of  the  profession  relating  to  licensure,  including 
training,  education,  or  experience  requirements. 
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and  also  the  permissible  tasks  or  duties  of  pro- 
fessionals. 

The  delegates  also  took  action  on  an  agenda 
so  broad  that  it  would  be  impossible  to  enumer- 
ate in  a report  of  this  type.  The  diverse  range 
of  topics  included  such  things  as  the  impact  of 
new  financing  mechanisms  on  medical  care;  the 
health  hazards  of  boxing;  the  high  cost  of  edu- 
cating medical  students  today;  current  issues  in 
pediatric  immunization;  the  implications  of 
growing  physician  manpower;  professional  lia- 
bility; competition;  the  Heimlich  Maneuver;  de- 
fining what  is  a “physician”;  deciding  not  to  de- 
fine what  is  “the  practice  of  medicine”;  inform- 
ing the  public  of  the  potential  threat  to  the 
quality  of  health  care  from  the  Tax  Equity  and 
Fiscal  Responsibility  Act;  and  a host  of  similarly 
wide-ranging  measures.  Again,  the  interested 
physician  or  other  reader  is  referred  to  the  AMA 
News  of  July  1/July  8,  1983  for  further  detail  in 
these  areas,  which  are  too  lengthy  and  involved 
to  review  in  a report  of  this  type. 


MEDICAL 

DIRECTOR 

sought  for  moderate  volume  emergency 
department  located  in  southern  Delaware. 
Competitive  clinical  income  plus  stipend  for 
directorship  responsibilities.  Professional 
liability  insurance;  health,  life  and  dis- 
ability insurance;  reimbursement  of  CME 
tuition  and  ACEP  dues;  and  moving  allow- 
ance (if  relocation  is  necessary)  will  be 
provided. 

For  complete  details,  write  or  call 
in  confidence: 

MR.  ROB  ACKERMAN 
Spectrum  Emergency  Care,  Inc. 

999  Executive  Parkway 
St.  Louis,  MO  63141 
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BOOK  REVIEWS 

Continued  from  page  478 

in  ongoing  investigations  using  a noninvasive 
cardiology  tool  called  the  ballisto  cardiograph, 
which  nobody  else  seemed  to  have  any  interest 
in.  Every  now  and  again,  one  of  my  patients 
scheduled  for  more  invasive  cardiac  diagnostic 
work  would  disappear  from  the  floor  for  a bal- 
listo-cardiogram.  This  would  rankle  me  to  no 
end.  I was  surprised  and  somewhat  chagrined 
in  reading  the  five  pages  devoted  to  Dr.  Starr  in 
this  text  to  discover  that  he  was  one  of  the  most 
distinguished  and  important  figures  in  the  evolu- 
tion of  clinical  research  at  the  University  of 
Pennsylvania  and,  in  fact,  in  the  United  States. 
His  productivity,  well  into  his  70s,  is  a tribute 
to  his  energies  and  intellect  according  to  Dr. 
Harvey.  I take  this  opportunity  to  apologize 


to  Dr.  Starr  for  any  unkind  thought  I had  di- 
rected his  way. 

I would  not  recommend  this  book  for  light 
reading  of  medical  nonfiction.  However,  for  the 
medical  historian,  I believe  this  text  would  pro- 
vide a useful  addition  to  his  or  her  library. 

James  H.  Newman,  M.D. 

Vi  Vi  Vi 

DEATH  EDUCATION  FOR  THE  HEALTH  PROFES 
SIONAL,  ed.  Jeanne  Quint  Benoliel,  Hemisphere 
Publishing  Company,  New  York,  1982.  118  pp. 
Price  $24.50. 

Physicians  and  nurses  frequently  deal  with  the 
reality  of  death.  Each  of  us  approaches  the 
death  of  a patient  with  our  own  set  of  personal 
defenses  and  views.  Rarely  do  we  allow  our- 
selves to  examine  the  effects  of  our  actions  on 
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the  dying  patients  and  their  families.  There 
have  been  few  attempts  in  our  formal  education 
to  honestly  address  these  issues.  As  of  1975, 
only  one  half  of  the  medical  schools  in  the  United 
States  offered  more  than  “a  lecture  or  two  on 
the  subject  of  death  and  dying.” 

This  small  monograph  is  a compendium  of 
educational  experiences  that  attempt  to  educate 
health  professionals  about  death.  It  is  not  a 
textbook,  but  experiments  in  enriching  the  per- 
ceptions of  student  physicians  and  nurses  about 
a topic  we  all  naturally  attempt  to  avoid. 

Health  educators  who  are  concerned  about 
enhancing  the  humanistic  quality  of  medical 
care  should  be  familiar  with  this  small  volume. 

I would  hope  that  the  leaders  in  medical  and 
nursing  education  will  become  familiar  with  this 
monograph  so  that  it  will  stand  as  a challenge 
to  improve  our  collective  sensitivities  regarding 
this  most  intimate  period  of  life  . . . the  leaving 
of  it. 

S.  Charles  Bean,  M.D. 
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Limited  to  110  participants 

Presented  by  the  authors  of 
"Medical  Consulting:  Role  of 
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Services,"  the  definitive  new 
text  just  published  by 
Williams  and  Wilkins  and 
included  in  course  materials. 
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Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


COMICAL  MEETINGS  AND  NOTICES 


Down's  Syndrome 
Congress 
Convention 


The  11th  ANNUAL  DOWN’S  SYNDROME  CONGRESS  CONVENTION  will  be  held  Sep- 
tember 30-October  2,  1983,  in  Providence,  Rhode  Island.  Workshop  topics  will  include 
Speech  and  Language  Development,  Community  Living/Employment,  Legislative  Issues, 
Parent  Groups,  and  Advances  in  Genetics.  Registration  fee  for  an  individual  is  $25  or  $40 
for  a family.  Contact:  Down’s  Syndrome  Congress,  1640  West  Roosevelt  Road,  Chicago, 
Illinois  60608.  Telephone:  (312)  226-0416. 


Recent  Advances  The  Maryland  Chapter  of  the  Asthma  and  Allergy  Foundation  of  America  and  the  Immunology 
in  Allergy  and  Allergy  Division,  Department  of  Otolaryngology  of  The  Johns  Hopkins  University  School 
of  Medicine  are  sponsoring  a continuing  medical  education  course  entitled  RECENT  AD- 
VANCES IN  ALLERGY.  The  program  will  be  held  October  5,  1983,  at  The  Johns  Hopkins 
Medical  Institutions,  Baltimore,  Maryland.  Participants  in  the  course  will  be  eligible  for 
seven  credits  in  Category  I of  the  AMA  Physician’s  Recognition  Award.  Contact:  Diane 
Heydinger,  Program  Coordinator,  Office  of  Continuing  Education,  Turner  22,  720  Rutland 
Avenue,  Baltimore,  Maryland  21205.  Telephone:  (301)  955-6046. 


Leadership  A leadership  skills  workshop  for  women  physicians  who  want  to  become  more  involved  in 
Werkshop  for  local,  state,  or  national  medical  associations’  is  scheduled  for  September  24-25,  1983,  in 
Women  Physicians  Cherry  Hill,  New  Jersey.  The  workshop  is  sponsored  by  the  AMA  and  several  state  medical 
societies,  including  those  of  DELAWARE,  New  Jersey,  Connecticut,  New  Hampshire,  Penn- 
sylvania, and  Maryland.  Participants  will  plan  strategies  for  involvement  and  develop  skills 
that  will  help  them  make  genuine  contributions  to  their  medical  societies.  Contact:  Rebecca 
Mounsey,  AMA,  535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312) 
751-6230. 
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English 
Pronunciation 
Seminar  for 
Foreign  Physicians 


An  intensive,  one-day  program  on  improving  English  pronunciation  for  foreign  physicians 
will  be  presented  by  the  AMA  on  October  8,  1983,  in  Washington,  D.C.  Designed  to  help 
foreign  medical  graduates  improve  spoken  communication  with  patients  and  colleagues,  the 
seminar  will  include  lectures  and  intensive  oral  drill  on  producing  the  sounds  of  general 
American  English.  Sustained  discourse  through  reading  and  extemporaneous  speaking  will 
also  be  practiced.  A unique  134-page  study  guide  is  provided  with  the  course  plus  nine 
audio  tapes  to  aid  in  improvement,  furnishing  ten  hours  or  more  of  home  study.  Tuition  fee 
for  the  seminar  for  AMA  members  is  $156,  for  AMA  resident  members  the  tuition  is  $108, 
for  nonmembers  the  tuition  is  $204,  and  nonmember  residents  would  pay  $132.  All  tuition 
fees  include  the  textbook  and  audio  tapes.  Contact:  Mr.  Gale  Jewett,  Department  of  Medical 
Informatics  and  Physician  Qualifications,  American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610.  Telephone:  (312)  751-6570. 


Medical 

Malpractice 

Seminar 


The  Southern  Medical  Association  is  sponsoring  a MEDICAL  MALPRACTICE  SEMINAR 
October  13-14,  1983,  at  the  Hyatt  Regency  in  Arlington,  Virginia.  Registration  fee  for  the 
program  is  $220  for  SMA  members  and  $275  for  nonmembers.  Contact:  Ms.  Jeanette  Stone, 
Southern  Medical  Association,  P.O.  Box  2446,  Birmingham,  Alabama  35201.  Telephone: 
(205)  323-4400. 


Advances  in 
International 
Medicine 


The  Interamerican  College  of  Physicians  and  Surgeons  of  New  York  announces  that  a major 
international  medical  conference  will  convene  at  the  Mediterranean  Conference  Centre  in 
Malta  on  October  22,  1983.  The  five-day  medical  meeting  for  general  practitioners  and  sur- 
geons is  hosted  by  Malta’s  Ministry  of  Health  and  Environments  and  the  Ministry  of  Foreign 
Affairs  and  Culture.  The  comprehensive  agenda  focuses  on  a series  of  timely  scientific  topics 
within  the  framework  of  Advances  in  International  Medicine.  The  conference  is  primarily 
addressing  topics  of  world  interest,  ranging  from  laser  beam  developments  in  the  medical 
field  to  progress  in  computerizing  the  small  medical  office.  Health  care  delivery  systems  of 
the  world  will  be  studied  at  this  forum,  and  lecturers  will  be  debating  safety  in  medical 
practice;  disasters  and  the  physician’s  role;  physician’s  responsibility  in  disease  prevention; 
and  a session  will  be  devoted  to  advancements  in  the  field  of  artificial  hearts.  Detailed 
information  regarding  participation  in  the  AIM  Conference  program  is  available  from  the  Inter- 
american College  of  Physicians  and  Surgeons,  Room  607,  Lincoln  Building,  New  York,  New 
York  10017.  Telephone:  (212)  697-0830. 
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UCR  — IS  IT  A THING  OF  THE  PAST? 


At  the  AMA  House  of  Delegates  meeting  held 
in  Chicago  this  past  June,  the  Council  on  Medi- 
cal Service  recommended,  in  a well-thought-out 
and  well-written  report,  that  during  the  next 
six  months  extensive  discussion  and  debate  take 
place  at  all  levels  of  the  AMA,  including  com- 
ponent state  and  county  societies,  regarding  the 
AMA’s  present  policy  supporting  the  basing  of 
third-party  payment  levels  on  the  “usual,  cus- 
tomary and  reasonable”  (UCR)  concept.  Since 
the  majority  of  third-party  payors,  including  the 
government,  use  this  concept  in  establishing  pay- 
ment levels,  any  significant  departure  from  this 
concept  would  have  a significant  impact  on  the 
parties  concerned,  that  is,  patients,  physicians, 
and  payors. 

It  is  apparent  when  one  looks  at  the  original 
concept  of  UCR,  which  was  first  proposed  and 
used  in  1954  by  “The  Wisconsin’s  Physician 
Service”  (Rlue  Shield)  and  which  had  become 
universal  by  the  mid  to  late  1960s,  that  it  does 
not  resemble  what  UCR  is  today.  Mounting 
public,  industry,  and  government  pressure  to 
control  rapidly  rising  medical  costs,  along  with 
continual  unrestrained  consumer  demand  for 
comprehensive  coverage  of  physicians’  services, 
has  caused  third-party  payors  to  offer  their  own 
definition  of  “reasonable”  and  to  pressure  phy- 
sicians to  accept  such  “reasonable”  reimburse- 
ment levels  as  payment  in  full.  In  addition,  the 
Federal  Trade  Commission  has  disarmed  organ- 
ized medicine  so  that  it  has  lost  the  ability  to 
deal  with  “reasonableness”  of  fees. 


Furthermore,  third-party  payors  utilizing 
methods  of  “assignment  only  to  participating 
physicians,”  “beneficiary  benefit”  letters  to  sub- 
scribers that  create  misunderstandings  between 
physicians  and  patients,  “hold  harmless”  com- 
munications from  payors  to  subscribers,  and 
political  pressures  regarding  mandatory  accept- 
ance of  assignment  for  Medicare  recipients  have 
altered  and  will  continue  to  alter  the  system  of 
UCR  to  such  an  extent  that  it  no  longer  will 
afford  the  patient  the  opportunity  to  have  “qual- 
ity” medical  care  with  “freedom  of  choice.” 

Changing  to  a realistic  indemnity  fee  schedule 
as  the  basis  of  physician  reimbursement  would 
not  only  allow  insurers  to  more  accurately  pre- 
dict payouts,  resulting  in  lower  administrative 
costs,  but  would  also  bring  about  improved  pa- 
tient and  physician  interaction  regarding  fees, 
since  neither  patient  nor  physician  will  make 
false  assumptions  about  third  party  payment. 

Once  again,  the  market  forces,  with  patients 
and  not  insurers  deciding  the  worth  of  what 
they  are  buying,  will  put  physicians  on  notice 
to  consider  the  worth  of  what  they  are  selling. 


Ignatius  J.  Tikellis,  M.D. 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date—  June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 
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CIRCULATING  IMMUNE  COMPLEXES:  A REVIEW 


James  H.  Newman,  M.D. 


In  the  normal  human  humeral  immune  re- 
sponse, a foreign  antigen,  such  as  a viral  coat  pro- 
tein, is  introduced  to  both  B and  T lymphocytes 
after  processing  by  the  macrophage-monocyte. 
This  initiates  a complex  set  of  immuno-regulatory 
interactions  between  lymphocyte  subpopulations, 
the  end  result  of  which  is  the  differentiation  of 
the  B lymphocyte  to  a plasma  cell  that  is  capable 
of  producing  antibody  specific  for  the  inciting 
foreign  antigen.  This  antibody  binds  to  the  anti- 
gen to  form  an  immune  complex.  The  forma- 
tion and  presence  of  immune  complexes  in 
human  blood  is  therefore  a normal  physiologic 
consequence  of  the  immune  response.1  We  all 
have  low  but  detectable  levels  of  circulating 

Dr.  Newman  is  an  Assistant  in  the  Department  of  Medicine  at 
The  Wilmington  Medical  (.'enter;  Assistant  Clinical  Professor  of 
Medicine  at  Jefferson  Medical  School,  Philadelphia,  and  a Fellow 
of  the  American  College  of  Physicians. 


immune  complexes  in  our  blood;  these  become 
elevated  during  periods  of  infection. 

The  first  experimental  evidence  that  circu- 
lating immune  complexes  could  be  pathogenic  in 
disease  comes  from  the  experimental  model  of 
serum  sickness.12  In  this  model,  an  animal  is 
injected  with  a large  bolus  of  foreign  antigen. 
This  antigen  is  of  such  a molecular  configura- 
tion that  it  is  not  easily  cleared  in  the  urine 
and,  therefore,  remains  in  the  circulation.  By 
day  seven,  the  production  of  antibody  becomes 
apparent  as  circulating  complexes  are  detectable. 
Complement  levels  fall,  suggesting  activation  of 
the  complement  system  and  utilization  of  com- 
plement components.  The  animal  becomes  ill 
with  inflammatory  involvement  of  joints,  kidney, 
and  the  heart.  By  the  end  of  the  second  week, 
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complexes  and  free  antigen  are  no  longer  de- 
tectable in  the  animal’s  blood,  complement 
levels  are  now  returning  to  normal,  free  anti- 
body is  present,  and  the  animal’s  illness  now 
regresses.  The  development  of  assays  to  detect 
these  putative  circulating  immune  complexes  has 
allowed  us  to  define  their  role  in  human  dis- 
ease.1-3 

There  are  three  sets  of  variables  which  affect 
the  pathogenicity  of  circulating  immune  com- 
plexes.12 These  are:  the  physical-chemical  char- 
acteristics of  the  complexes,  particularly  their 
size  and  composition;  the  functional  state  of  the 
reticulo-endothelial  system;  and  the  affinity  of 
selective  target  tissues  for  the  complexes. 

Several  physical-chemical  variables  affect  the 
nature  of  circulating  immune  complexes.1’2  Per- 
haps the  most  important  is  the  relative  concen- 
tration of  antigen  vis-a-vis  antibody.  Very  small 
complexes  containing  one  antigen  molecule  and 
one  antibody  molecule  are  usually  highly  soluble 
and  unable  to  deposit  in  tissue.  Very  large  com- 
plexes made  up  of  many  antibody  and  antigen 
molecules  are  cleared  very  quickly  from  the 
circulation.  It  is  those  complexes  of  just  the 
right  size  that  can  evade  clearance,  circulate,  and 
then  deposit  in  target  tissue,  inciting  an  inflam- 
matory response  that  can  be  injurious  to  tissue. 
Slight  antigen  excess  relative  to  antibody  as  well 
as  equivalence  (or  equal  amounts  of  antigen  and 
antibody)  most  frequently  lead  to  complexes  of 
this  type. 

Antigen  valence  is  another  important  factor  in 
the  nature  of  circulating  complexes.  The  anti- 
gen mayTre  a simple  molecule  of  small  size,  able 
to  bind  only  a single  antibody,  or  the  antigen 
may  be  much  larger  with  multiple  sites  along 
its  configuration  for  the  binding  of  antibody 
molecules.  When  an  antigen  can  bind  only  a 
single  antibody,  we  speak  of  it  as  being  mono- 
valent. The  ability  to  bind  several  antibody  mole- 
cules is  referred  to  as  oligovalence.  A multiple 
binding  antigen  is  polyvalent.  Oligovalent  anti- 
gens of  moderate  size  are  more  likely  to  gener- 
ate potentially  injurious  immune  complexes  than 
monovalent  or  polyvalent  antigens. 

Antibody  valence  also  contributes  to  the  nature 
of  the  circulating  complex.  IgG  molecules  are 


capable  of  binding  two  antigens  and,  therefore, 
have  a valence  of  two.  The  IgM  molecule  in 
its  pentameric  form  can  bind  five  antigens  and 
has  a valence  of  five.  Thus  the  primary  anti- 
body generated  in  the  humeral  immune  response 
will  to  a great  extent  dictate  the  size  of  the  im- 
mune complex,  with  IgM  responses  generating 
larger  complexes  than  IgG  responses.  Immune 
complexes  containing  IgM  are  larger,  more 
rapidly  cleared,  and  less  likely  to  be  injurious 
in  immune  complex  generated  tissue  injury. 

The  overall  size  of  the  circulating  complex  is 
dependent  upon  antigen  size,  antibody  size, 
valence  of  the  antigen  and  antibody,  relative 
concentrations  of  antigen  and  antibody,  and  the 
tendency  for  lattice  formation.  A lattice  results 
when  multiple  antigen  and  antibody  molecules 
are  bound  together  in  a macromolecular  com- 
plex. In  lattice  formation,  as  well  as  with  some 
oligovalent  and  many  polyvalent  antigens,  IgG 
molecules  may  be  spatially  situated  closely  to- 
gether and  therefore  capable  of  binding  comple- 
ment to  the  complexes  in  the  circulation.  This 
adds  yet  another  variable  to  the  nature  of  the 
circulating  complex. 

It  should  be  emphasized  that  in  the  human 
this  process  of  the  formation  of  circulating  im- 
mune complexes  is  dynamic  rather  than  static. 
That  is  to  say,  antigen  is  constantly  being  re- 
leased at  variable  rates  and  there  are  many 
different  kinds  of  antigen.  Antibody  production 
will  vary  so  that  the  relative  concentrations  are 
constantly  changing.  The  activation  and  fixation 
of  complement  also  changes  the  solubility  of 
complexes  so  that  when  one  measures  circulat- 
ing complexes  in  a single  blood  sample,  one  is 
only  gaining  a single  look  at  an  ever-changing 
biologic  system.3 

Another  major  variable  affecting  the  presence 
of  circulating  immune  complexes  is  the  func- 
tional state  of  the  normal  clearance  mechanism 
of  these  complexes.  Normally,  immune  com- 
plexes containing  IgG  immunoglobulin  are 
cleared  by  the  reticulo-endothelial  system  of 
the  spleen;  because  the  splenic  macrophages 
have  cell  surface  receptors  for  the  Fc  compon- 
ent of  IgG.  In  a series  of  studies  originating 
from  Michael  Frank’s  laboratory  at  the  National 
Institutes  of  Health,  it  has  been  demonstrated 
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that  normal  clearance  by  the  splenic  reticulo- 
endothelial system  is  markedly  decreased  in  a 
number  of  human  auto-immune  states  known  to 
be  characterized  by  high  levels  of  circulating 
immune  complexes.4  These  include  active  sys- 
temic lupus  erythematosus,  Sjorgen’s  syndrome, 
and  Feltv’s  syndrome.  Exactly  why  splenic  clear- 
ance of  IgG  containing  material  is  decreased  in 
these  illnesses  is  not  clear,  although  it  is  hypo- 
thesized that  the  system  is  effectively  blocked 
bv  the  large  number  of  complexes  present  in 
the  circulation.  This  diminished  activity  of  clear- 
ance by  the  spleen  would  naturally  contribute  to 
the  levels  of  potentially  injurious  circulating 
complexes.  Whether  this  diminished  clearance 
is  a secondary  phenomenon  due  to  oversatura- 
tion, or  whether  it  is  a primary  loss  of  function 
contributing  to  the  pathophysiology  of  disease 
is  not  as  yet  clear  but  is  under  investigation. 

The  presence  or  nature  of  potentially  injurious 
circulating  immune  complexes  are,  therefore,  a 
function  of  both  their  physical /chemical  make- 
up, as  well  as  their  effective  clearance,  once  they 
have  gained  access  to  the  circulation.  Why  is 
it  that  certain  target  organs  are  particularly 
prone  to  attack  by  complexes  of  a certain  type? 
The  answer  is  not  known  but  may  have  to  do 
with  the  affinity  of  target  tissue  either  to  the 
antigenic  component  or  to  the  antibody  com- 
ponent of  the  complex,  or  possibly  is  a function 
of  the  fixation  of  complement  in  the  circulation. 
An  example  of  this  phenomenon  is  the  apparent 
affinity  of  glomerular  basement  membrane  and 
skin  collagen  for  double-stranded  DNA,  per- 
haps explaining  the  presence  of  immune  com- 
plexes containing  DNA  anti-DNA  in  the  kidney 
and  skin  of  patients  suffering  with  lupus  neph- 
ritis.1,2 

Once  immune  complexes  have  formed  and 
are  capable  of  prolonged  circulation,  they  have 
the  potential  to  deposit  in  target  tissues.  Once 
deposited,  they  are  capable  of  inciting  an  in- 
flammatory response  through  the  generation  of 
multiple  inflammatory  pathways.  Perhaps  the 
most  important  pathway  is  the  activation  of 
complement;  complement  activation  by-products 
are  very  potent  stimuli  for  the  attraction  of  in- 
flammatory cells  which  invade  the  involved  tis- 
sues and,  through  a large  number  of  mechanisms. 
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cause  tissue  injury.  Systemic  lupus  erythema- 
tosus is  a classic  example  of  a chronic  illness 
with  multiple  manifestations  which  result  from 
the  deposition  of  circulating  complexes  and  gen- 
eration of  an  inflammatory  response. 

Our  ability  to  implicate  circulating  immune 
complexes  in  tissue  injury  has  evolved  since  the 
mid-1970s  when  a large  number  of  assays  for 
these  complexes  were  developed  in  research 
laboratories  around  the  world.  At  present,  there 
are  many  such  assays  in  use,  a number  of  which 
are  felt  to  be  quite  sensitive  and  specific.  Per- 
haps the  most  commonly  used  assays  are  the 
C1Q  fluid  and  solid  phase  assays,  Raji  cell  assay, 
and  conglutinin  assay.  A brief  understanding 
of  how  these  tests  are  done  is  essential  for  under- 
standing their  problems  and  limitations. 

The  C1Q  fluid  phase  assay  is  truly  quite  simple. 
(C1Q  refers  to  the  first  component  of  the  first 
component  of  the  complement  cascade. ) Human 
C1Q  is  purified,  radio-iodinated  with  I125,  and 
added  to  an  aliquot  of  the  patient’s  serum  that 
has  been  mixed  with  a small  amount  of  the 
laboratory  reagent  EDTA.  If  complexes  capable 
of  binding  C1Q  are  present  in  the  patient’s  serum, 
some  of  the  added  radio-iodinated  C1Q  will  bind 
to  them.  After  a suitable  incubation  period, 
polyethylene  glycol  is  added  to  the  serum.  This 
has  the  property  of  precipitating  proteins  in 
solution  in  the  molecular  weight  range  of  circu- 
lating complexes  containing  IgG.  After  the 
supernatant  is  poured  off,  the  precipitated  pellet 
is  washed  and  then  counted  for  remaining  radio- 
activity which  is  reported  either  as  a percentage 
of  the  initial  radioactivity,  or  is  compared  to  a 
curve  based  on  normal  sera  samples  and  reported 
as  standard  deviations  away  from  the  mean. 

Occasionally,  the  report  of  C1Q  phase  assay 
will  be  returned  in  human  gammaglobulin  equiv- 
alents. This  method  of  reporting,  which  is  no 
longer  in  favor,  is  based  upon  the  concept  that 
heat  aggregated  human  IgG  forms  complexes 
that  are  similar  in  weight  and  characteristics  to 
circulating  immune  complexes.  Various  serial 
dilutions  of  heat  aggregated  IgG  are  run  in  the 
C1Q  assay,  a standard  curve  is  developed,  and 
the  patient’s  sera  compared  to  this  curve.  This 
method  of  reporting  has  been  criticized  because 
of  the  variability  in  complexes  developed  by 
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heat  aggregating  IgG  and  because  aggregated 
IgG  is  not  biologically  the  same  as  an  immune 
complex. 

The  C1Q  solid  phase  assay  is  similar  in  con- 
cept. In  this  instance,  C1Q  is  bound  to  the 
matrix  of  a tube  into  which  the  patient’s  serum 
is  poured.  Complexes  bind  to  the  C1Q  impreg- 
nated in  the  wall  of  the  tube.  After  incubation, 
the  sera  is  poured  off,  and  radio-iodinated  anti- 
IgG  added.  Anti-IgG  will  bind  to  the  complex 
binding  to  the  C1Q.  After  the  tube  has  been 
washed  a second  time,  the  radioactivity  is  then 
counted  and  the  results  are  reported  as  a per- 
centage of  a curve  developed  from  normal  sera. 

Raji  cells  are  human  lymphoblastoid  tumor 
cells  originated  from  a patient  with  a Burkitt’s 
lymphoma  that  have  been  widely  distributed  to 
research  laboratories  throughout  the  world.  Raji 
cells  have  receptors  on  their  cell  surface  for  C3B, 
a fragment  of  the  third  component  of  comple- 
ment. Circulating  complexes  in  patient  sera  that 
have  bound  C3B  will  then  bind  by  virtue  of  the 
C3B  to  Raji  cell  surfaces.  The  Raji  cells  are 
prepared  on  a plate  and  the  patient’s  serum  is 
incubated  over  them.  After  a period  of  time, 
the  patient’s  serum  is  washed  off  and  the  cells 
are  further  incubated  with  either  radio-iodinated 
anti-IgG  or  fluorescein-conjugated  anti-IgG.  The 
reports  are  then  read  off  as  a percentage  of  radi- 
ation or  compared  to  a standard  curve  devised 
from  normal  sera.  If  fluorescein-conjugated  anti- 
IgG  is  used,  the  report  is  generally  in  terms  of 
the  intensity  of  staining  in  a subjective  manner.1'4 

The  conglutinin  assay  is  similar  to  the  C1Q 
solid^pliasejissay.  Conglutinin  is  a bovine  serum 
protein  that  has  the  capability  of  binding  to 
C3D,  another  subcomponent  of  the  third  com- 
ponent of  complement  which  is  bound  to  com- 
plexes during  the  activation  of  complement.  The 
assay  is  done  in  a similar  manner  to  the  C1Q 
solid  phase  assay.  A recent  modification  has 
been  the  use  of  enzyme-linked  immuno-absorp- 
tion.  This  technique  makes  use  of  the  fact  that 
alkaline  phosphatase  can  be  tagged  to  the  anti- 
immunoglobulin added  to  the  test  system.  If 
complexes  have  bound  to  the  conglutinin  in  the 
wall  of  the  tube,  then  the  anti-immunoglobulin 
tagged  alkaline  phosphatase  will  bind  to  the 
complexes.  If  a reagent,  which  will  turn  color 


in  the  presence  of  alkaline  phosphatase,  is  then 
added  to  the  test  system,  a reaction  will  occur 
and  the  color,  usually  red,  will  develop.  The  in- 
tensity of  the  color,  read  by  spectrophotometry, 
correlates  with  the  amount  of  alkaline  phospha- 
tase present. 

There  are  a number  of  problems  with  immune 
complex  assays  described  above.2,3’5'7  The  com- 
plexes that  can  be  measured  are  only  those  that 
fit  the  biologic  properties  of  the  test  assay.  For 
example,  in  the  C1Q  assay,  only  complexes  capa- 
ble of  binding  to  C1Q  will  be  determined.  IgA 
or  IgG  subtype  4 containing  complexes  will  not 
be  picked  up.  If  complexes  do  not  bind  to  C3, 
the  Raji  cell  assay  will  be  insensitive.  Another 
limitation  of  the  C1Q  fluid  phase  assay  is  the 
observation  that  C1Q  will  bind  to  other  macro- 
molecules such  as  DNA,  heparin,  and  lipopoly- 
saccharides.  These  C1Q  bound  molecules  will 
be  precipitated  by  polyethylene  glycol  and  can 
potentially  confuse  the  results  of  the  test.  Raji 
cells  are  quite  cumbersome  to  work  with  and  are 
quite  expensive.  If  there  is  antilymphocyte  anti- 
bodv  present  in  the  sera,  a false  positive  result 
can  be  obtained.  If  sera  has  been  frozen  prior 
to  performing  the  immune  complex  assay,  ag- 
gregated immunoglobulin  may  be  formed  during 
the  freeze-thaw  cycle,  which  will  also  be  a 
source  of  error  in  the  tests. 

In  general,  the  inter-  and  intra-assay  vari- 
ability in  the  same  patient,  or  in  a group  of 
patients  with  the  same  disease,  has  been  great 
from  laboratory  to  laboratory.  At  present,  it  is 
the  usual  practice  for  a research  laboratory  to 
perform  at  least  two,  and  sometimes  several, 
immune  complex  assays  simultaneously  when 
investigating  a group  of  patients. 

One  of  the  earliest  methods  of  determining 
the  presence  of  circulating  immune  complexes 
was  the  determination  of  cryoglobulins.  A cryo- 
globulin is  an  immunoglobulin  which  will  pre- 
cipitate in  the  cold  and  redissolve  on  reheating 
of  sera.  Cryoglobulins  have  different  thermal 
amplitudes.  Some  may  precipitate  at  tempera- 
tures just  slightly  below  body  temperature  while 
others  require  prolonged  cold  at  0°C.  Not  all 
clinical  cryoglobulins  are  circulating  immune 
complexes.  In  fact,  some  cold  precipitable  pro- 
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teins  are  not  even  immunoglobulins.  Typically, 
we  think  of  three  types  of  cryoglobulins.8  Type 
I cryoglobulin  is  a monoclonal  protein  usually 
present  in  large  quantities  in  the  patient’s  serum. 
Type  II  cryoglobulins  usually  contain  a mono- 
clonal immunoglobulin  with  rheumatoid  factor 
activity  bound  to  other  immunoglobulin  mole- 
cules. Both  Types  I and  II  cryoglobulins  are 
generally  associated  with  lymphoproliferative 
disorders  such  as  Waldonstrom’s  macroglobuli- 
nemia,  myeloma,  and  lymphoma.  Type  III 
cryoglobulins  are  usually  associated  with  auto- 
immune and  infectious  diseases  and  are  those 
usually  felt  to  represent  circulating  immune 
complexes.  When  analyzed,  they  usually  consist 
of  polyclonal  immunoglobulin  and  complement 
components.  Of  all  types  of  cryoglobulins,  they 
are  present  in  the  serum  in  the  smallest  quanti- 
ties. 

Cryoglobulin  is  the  least  expensive  and  easiest 
method  of  attempting  to  show  the  presence  of 
circulating  immune  complexes.1  However,  col- 
lection is  the  most  important  part  of  the  determi- 
nation. Blood  should  be  drawn  from  the  patient 
and  immediately  transferred  to  a water  bath  at 
body  temperature  where  the  red  cells  should  be 
allowed  to  clot  and  settle.  After  one  hour,  the 
serum  should  be  poured  off,  immediately  trans- 
ferred to  a cold  room  at  4°C  or  0°C  and  left 
for  72  hours.  A qualitative  assessment  of  the 
presence  of  precipitated  protein  can  then  be 
made.  To  be  most  precise,  this  precipitated 
protein  should  then  be  analyzed  for  the  pres- 
ence of  immunoglobulin  and  complement  and 
their  presence  quantified.  Sometimes  it  may 
also  be  assayed  for  specific  antigen,  such  as 
hepatitis  B surface  antigen. 

Where  have  circulating  immune  complexes 
clearly  been  shown  to  occur?  Systemic  lupus 
erythematosus  is  the  classic  example  of  a clinical 
syndrome  in  which  circulating  complexes  deposit 
in  selected  target  tissues,  generating  inflamma- 
tion and  tissue  injury.1-3  Lupus  nephritis  is  the 
clearest  and  the  best  described  example  of  this 
phenomenon.  Rheumatoid  arthritis  has  also  been 
shown  to  be  associated  with  circulating  com- 
plexes;9 most  concepts  of  rheumatoid  arthritis 
suggest  that  local  complex  formation  within 
joints  is  a major  contributing  factor  to  the  chronic 
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inflammation.  Rheumatologists  have  long  em- 
phasized that  rheumatoid  arthritis  is  actually  a 
systemic  disease.  The  highest  levels  of  circu- 
lating complexes  are  usually  seen  in  those  pa- 
tients with  more  extra-articular  manifestations, 
particularly  Felty’s  syndrome  and  vasculitis. 
Sjorgen’s  syndrome,  whether  idiopathic  or  asso- 
ciated with  another  connective  tissue  disease, 
has  also  been  shown  to  be  associated  with  sig- 
nificant levels  of  circulating  immune  com- 
plexes.1’2 

Necrotizing  vasculitis  has  recently  been  re- 
classified by  Fauci  et  al  into  a useful  schema. 
Most  necrotizing  vasculitides  have  been  asso- 
ciated  with  circulating  immune  complexes  which 
deposit  in  vessel  walls  where  they  initiate  inflam- 
mation, thrombosis,  and  tissue  injury.2-10  Perhaps 
the  best  example  of  this  is  polyarteritis  nodosa 
and  mixed  cryoglobulinemia  associated  with 
hepatitis  B surface  antigen.11-14  Lyme  disease 
is  another  illness  in  which  the  circulating  com- 
plexes are  formed.15 

Rheumatic  syndromes  are  not  the  only  ex- 
amples of  human  disease  which  have  circulat- 
ing immune  complexes.  Many  types  of  cancers 
have  been  shown  to  be  associated  with  these 
complexes;  it  is  postulated  that  their  develop- 
ment performs  a permissive  role  (immunologic 
enhancement)  and  they  promote  the  spread  of 
malignancy.1'16  Many  infectious  diseases,  the 
prime  example  of  which  is  subacute  bacterial 
endocarditis,  can  also  be  associated  with  com- 
plexes which  appear  to  explain  many  of  the 
noninfectious  inflammatory  phenomena  that  have 
been  described.17’18 

Is  the  determination  of  circulating  immune 
complexes  of  clinical  utility  in  the  diagnosis  and 
management  of  disease?  This  has  clearly  been 
a question  of  major  research  interest  in  rheumatic 
disease.  As  of  this  time,  the  direct  answer  is 
that  circulating  immune  complexes  add  nothing 
to  our  current  diagnostic  criteria  for  any  rheu- 
matic syndrome.2’3  While  they  offer  hope  as  an 
easily  performed  laboratory  tool  that  may  aid  in 
the  management  and  long  term  follow-up  of 
certain  disease  states,  there  is  no  data  at  the 
present  time  to  suggest  that  any  immune  com- 
plex assay  or  combination  of  assays  would  be 
useful  in  management. 
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In  summary,  there  appears  to  be  little  question 
of  the  importance  of  circulating  immune  com- 
plexes in  the  pathogenesis  of  a wide  spectrum 
of  human  illnesses.  Our  understanding  of  these 
phenomena  has  grown  rapidly  over  the  last 
decade  due  in  part  to  the  development  of  sensi- 
tive and  specific  assays  to  measure  their  pres- 
ence and  component  parts.  Further  understand- 
ing of  these  complexes  will  add  to  our  rapidly 
evolving  understanding  of  the  interplay  and 
aberrancy  of  the  immune  system  and  human 
symptomatology.  Whether  or  not  the  complexes 
will  become  important  in  the  diagnosis  and 
management  of  disease  remains  to  be  deter- 
mined. 
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THE  DIMINISHING  FAMILY  AND 
ITS  IMPACT  ON  HEALTH 


Introduction 

The  literature  is  replete  with  studies  of  family 
dynamics,  family  roles,  parent-child  relationships, 
marital  adjustment,  the  changing  family  struc- 
ture and  the  historical  transitions  that  families 
have  undergone. 

Yet,  there  is  little  reliable  information  on  the 
impact  of  the  changing  family  on  health,  with 
the  notable  exception  of  the  effects  of  divorce  on 
children.  One  of  the  reasons  for  this  gap  is  the 
paucity  of  baseline  data  against  which  effects 
might  be  ascertained  and  measured.  Another 
reason  is  the  difficulty  of  separating  out  family 
change  from  other  social  changes  and  a myriad 
of  biological,  psychological,  and  social  factors 
that  influence  health  status. 

It  may  be  assumed  that  the  health  and  well- 
being of  children,  for  whom  the  family  is  the 
primary  and  omnipresent  social  unit,  are  in- 
evitably affected,  both  directly  and  indirectly, 
by  alterations  in  the  pattern  and  quality  of  family 
life  and  by  the  behavioral  consequences  of  these 
alterations.  Some  studies  do  implicate  disor- 
dered family  interaction  in  exacerbating  symp- 
toms of  certain  psychosomatic  illnesses.  And 
most  researchers  agree  that  family  stress  and 
disintegration  have  critical  implications  for  the 
emotional  health  of  children. 

Families  in  Perspective 

In  March  1981,  of  the  60.3  million  American 
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family  households,  81.7%  were  married  couple 
families,  3.2%  were  headed  by  male  house- 
holders with  no  wives  present,  and  15.1%  were 
headed  by  females  with  no  husbands  present. 
In  1980,  half  of  married  couples  surveyed  had 
children  under  age  18.  Among  white  families, 
82.7%  of  children  lived  with  both  parents,  con- 
trasted with  42.2%  of  black  children  and  76.1% 
of  Hispanic  children.  By  age  39,  over  90%  of 
American  men  and  women  are  or  have  been 
married,  but  in  1981  a record  high  of  more  than 
one  million  divorces  were  granted.  In  each 
divorce,  an  average  of  one  child  is  involved.  If 
present  trends  continue,  almost  half  the  children 
born  in  1981  will  live  some  time  in  a single 
parent  home  by  age  18.1 

According  to  Grotberg,  the  six  most  prominent 
family  structures  and  the  percent  of  total  fami- 
lies in  each  are:  single  career  family,  13%;  dual 
career  family,  16%;  single  parent  household, 
16%;  remarried  nuclear  family,  11%;  the  kin 
family,  6%;  experimental  families,  4%.2 

“We  may  anticipate  that  by  1990,  44.8%  of 
mothers  with  children  under  6 will  be  employed 
outside  the  home,”  writes  Zigler,  director  of 
the  Bush  Center  in  Child  Development  and 
Social  Policy.3 

The  family  can  be  seen  as  “diminishing”  in  the 
sense  of  becoming  smaller  in  size.  When  the 
United  States  was  largely  agrarian  the  usual 
family  home  was  multigenerational.  Later  the 
two-generation  household  with  extended  family 
nearby  was  typical  in  urban  communities.  The 
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nuclear  family  became  more  prominent  when 
grandparents,  uncles  and  aunts  moved  away 
from  the  immediate  environment  or,  more  often, 
when  the  nuclear  family  moved,  either  to  sub- 
urbia or  another  part  of  the  country.  Today 
single-parent  households,  and  households  where 
both  parents  work,  effectively  reduce  family  size 
further.  By  1980,  only  one  of  17  families  dis- 
played traditional  family  roles  and  structures.1 

It  is  difficult,  however,  to  generalize  about 
family  size.  The  “average”  family  really  does 
not  exist.  American  families  have  always  varied 
in  make-up,  ages,  number  of  children,  education, 
income,  health  status  and  housing.  Families  are 
not  necessarily  smaller  today  than  they  were  10 
years  ago.  In  fact,  depressed  economic  condi- 
tions and  a dearth  of  available  housing  have  re- 
created the  multigenerational  unit  in  cities 
throughout  the  country,  posing  both  new  op- 
portunities and  new  hazards  for  family  living. 

Perhaps,  more  to  the  point,  the  family  may 
be  seen  as  “diminishing”  in  the  sense  of  having 
become  less  influential,  or  relatively  less  influ- 
ential, than  other  social  institutions,  on  the 
values,  attitudes  and  behavior  of  children.  Peer 
pressures  and  the  predominance  of  television  are 
two  examples  of  other  powerful  forces  at  work. 
In  effect  the  family  can  be  viewed  as  “diminish- 
ing” in  stature.  No  longer  the  largely  self-suffi- 
cient entity  it  once  was,  the  family  has  steadily 
given  way  to  other  authority  figures  and  role 
models — in  religion,  in  education,  in  sports,  in 
government. 

Observers  have  varying  viewpoints  concerning 
the  implications  of  such  change: 

Caldwell,  a member  of  the  National  Advisory 
Committee  for  the  1980  White  House  Confer- 
ence on  Families,  says  that  “.  . . current  concerns 
about  the  viability  of  the  family  as  the  primary 
social  unit  for  human  development  are  indeed 
valid.”4 

Rice,  general  director  of  the  Family  Service 
Association  of  America,  writes,  “I  must  take  issue 
with  the  premise  that  the  family  unit  is  declin- 
ing . . . Historical  analysis  has  tended  to  suggest 
that  the  functions  of  families  have  tended  to 
change  and  in  the  process,  Americans  expect 
more  from  their  family  life.”5 


Hersh,  child  psychiatrist  at  the  Medical  Illness 
Counseling  Center,  notes  that  “these  changes 
have  a great  deal  to  do  with  a very  different 
level  of  involvement  and  sense  of  responsibility 
about  being  parents  and  parenting.”6 

Skolnick,  research  psychologist  at  the  Uni- 
versity of  California  (Berkeley)  says,  “The  idea 
that  the  family  today  is  in  an  unprecedented 
state  of  crisis  or  collapse  is  not  well-founded.”7 

Gerbner,  dean  of  the  Annenberg  School  of 
Communications,  believes  that  the  principal  con- 
tribution of  family-focused  studies  has  been  to 
portray  the  romantic  and  mythical  nature  of 
“traditional”  views  of  family  life:  “Theories 
about  the  disintegration  of  the  family,  or  the 
decline  of  the  significance  of  the  family  . . . are 
based  more  on  fiction  than  on  faot,  and  tend 
to  exploit  ( and  thus  to  exacerbate ) public  anxie- 
ties and  insecurities.”8 

Simmons,  director  of  the  Department  of  Psy- 
chiatry, Indiana  University,  does  not  think  that 
the  large  percentage  of  children  who  do  not 
“get  proper  nutrition,  abuse  drugs  and  suffer 
other  ills  are  the  result  of  changes  in  the  family.” 
Although  rejecting  the  use  of  the  term  “decline,” 
Simmons  believes  that  changes  must  be  acknowl- 
edged and  dealt  with,  while  at  the  same  time 
striving  toward  the  ideal  of  strong  and  solid 
family.9 

Hauerwas,  of  the  Department  of  Theology, 
University  of  Notre  Dame,  writes  that  “.  . . medi- 
cine is  being  asked  to  operate  in  an  almost  im-  ; 
possible  situation  where  its  care  of  children 
cannot  presuppose  any  firm  moral  framework 
that  at  one  time  was  based  on  the  value  of  the 
family.”  He  believes  that  the  “problems  of  the 
family  in  our  society  are  not  the  result  of  forces 
that  are  inherently  antifamilial,  that  rather  so- 
called  breakdown  or  crisis  in  the  family  is  the 
result  of  some  of  our  most  basic  and  cherished 
values  associated  with  political  liberalism.”10 

An  emerging  view  is  that  neither  the  develop- 
ing child  nor  the  family  exists  in  isolation  but 
rather  that  each  is  affected  by  virtually  every 
institution  in  society. 

“Empirical  evidence  suggests  that  whether 
rich  or  poor,  America’s  families  are  quite  hetero- 
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geneous.  Some  provide  excellent  terrains  for 
children’s  growth  and  development,  some  liter- 
ally an  impossible  environment  for  development,’’ 
according  to  Keniston  and  the  Carnegie  Council 
on  Children,  who  are  forceful  on  one  point: 
“What  a child  is,  what  a child  becomes,  are 
much  more  than  a consequence  of  strict  or  per- 
missive child-rearing.  A child  is  influenced  by 
many  institutions  over  which  parents  have  no 
control,  from  the  state  of  the  economy,  to  the 
length  of  the  work  day,  to  the  availability  of 
decent  health  care.”11 

Health  Effects  of  Changing  Family  Patterns 

Data  on  juvenile  morbidity  are  deficient 
largely  because  of  the  nature  of  today’s  child- 
hood illnesses  and  the  varying  utilization  of 
health  services.  Illness  of  limited  duration  and 
low  intensity  may  not  come  to  the  attention  of 
health  providers. 

Although  changes  in  health  status  of  children 
and  adolescents  have  been  seen  to  occur  con- 
comitantly with  changes  in  family  living,  no 
direct  causal  relationship  can  be  established. 

There  has  been,  for  example,  a marked  increase 
in  recent  years  of  disorders  associated  with  life- 
style— obesity  stemming  from  inactivity  and  poor 
nutritional  practices;  abuse  of  alcohol  and  other 
psychoactive  drugs;  sexual  promiscuity  and  sexu- 
ally transmitted  diseases;  and  child  abuse  and 
neglect.  Lockart,  the  director  of  the  Department 
of  Health  Care  and  Pediatric  Practice  at  the 
American  Academy  of  Pediatrics,  refers  to  these 
disorders  as  the  “new  morbidity,”  replacing  as 
public  health  concerns  infectious  diseases  and 
frank  malnutrition,  both  former  leading  scourges. 
These  diseases  are  more  difficult  to  treat  than  the 
old  diseases  “.  . . even  though  I am  not  sure  that 
all  these  changes  can  be  blamed  on  the  ‘decline 
of  the  family  unit’.”12 

Undoubtedly,  the  waning  of  positive  aspects 
of  family  life  and  parental  guidance  has  had  an 
effect  on  these  disorders.  But  whether  it  has 
been  the  major,  or  even  a major,  factor  is  not 
known.  Certainly,  other  factors,  such  as  eco- 
nomic circumstances,  are  involved.  Poverty  is 
the  greatest  single  predictor  of  poor  health  in  the 
population  as  a whole,  and  with  lifestyle  disor- 
ders incidence  is  higher  among  children  and 


adolescents  from  low-income  families.2  Com- 
plicating the  picture  is  that  many  disadvantaged 
families  are  also  “diminished”  families,  either  in 
size  (one-parent)  or  in  beneficial  influence. 

What  is  more  clear  is  that  life-style  disorders 
tend  to  be  familial  disorders,  involving  parents 
as  well  as  children  and  persisting  from  one  gen- 
eration to  the  next.  Thus  it  is  that  unwed  preg- 
nancies, especially  among  adolescents,  are  both 
a result  of  changes  in  sexual  mores  and  practices 
and  a contributor  to  perinatal  deficits  chiefly 
through  lack  of  prenatal  care.  And  children 
who  are  subject  to  abuse  or  neglect  by  their 
parents  may  repeat  this  behavior  pattern  when 
they  themselves  become  parents. 

Single-Parent  Families 

Most  research  focuses  on  the  single-parent 
family  as  pathogenic,  and  fails  to  take  into  ac- 
count the  positive  family  functioning  and  com- 
petence that  are  possible  when  support  systems 
facilitate  the  development  of  social,  emotional 
and  intellectual  competence  for  children  in  that 
family  situation.  Single-parent  families,  in  other 
words,  are  not  necessarily  detrimental  to  the 
health  of  children,  although  there  is  some  evi- 
dence that  a child’s  emotional  well-being  and 
behavior  often  are  affected  adversely. 

Perhaps  the  highest  risk  is  in  those  families 
where  single-parenthood  arises  from  children 
born  out-of-wedlock  to  teen-agers  with  meager 
financial  resources.  Each  year,  one  million  teen- 
agers become  pregnant,  many  unintentionally, 
and  in  1980  nearly  300,000  out-of-wedlock  births 
resulted.13 

Evidence  shows  that  childbearing  out-of-wed- 
lock is  more  likely  among  poverty  than  among 
higher  income  populations.  Under  age  20,  com- 
plications of  pregnancy  and  delivery,  as  well  as 
the  risk  of  an  unhealthy  baby,  are  greatest.  Ex- 
perts generally  believe  the  causes  are  partly  the 
immaturity  of  the  young  mothers,  but  a recent 
study  in  Copenhagen  found  that  teen-age  moth- 
ers given  proper  care  had  the  least  complica- 
tions in  childbirth.14  This  study  indicates  that 
the  high  risk  status  of  some  pregnant  teen-agers 
can  be  due  to  societal  rather  than  biological  con- 
ditions. 

In  any  event,  fewer  than  20%  of  single-parent 
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families  are  headed  by  unwed  mothers.13  The 
others  have  been  created  by  separation,  divorce 
and  widowing. 

In  any  single-parent  situation,  however,  the 
child  has  little  or  no  opportunity  to  experience 
an  on-going  bond  between  two  adults  in  intimate 
family  living.  From  the  developmental  point 
of  view,  this  lack  is  probably  the  greatest  detri- 
mental influence  of  single  parenthood  on  chil- 
dren.15 

Clinical  psychiatric  problems  of  children  in 
single-parent  families  are  mediated  to  a large 
extent  by  the  nature  of  the  mother-child  rela- 
tionship. For  example,  the  mother  may  “keep” 
her  child  for  several  months  or  even  years  and 
then  put  him  or  her  up  for  adoption.  The  child 
has  thereby  been  used  as  a test  of  the  mother’s 
desire  to  take  on  the  mothering  role,  and  then 
discarded.  Some  unwed  pregnancies,  similarly, 
are  accepted  by  young  women  to  gratify  a wish 
to  “be  a mother  and  have  a baby  to  cuddle.” 
When  the  infant  becomes  a toddler,  the  fantasy 
no  longer  is  fulfilled,  and  the  child  may  be 
abused,  neglected  or  abandoned.15 

According  to  the  1975-76  National  Health  In- 
terview Survey,  children  without  fathers  in  the 
home  were  twice  as  likely  as  children  with 
fathers  to  be  reported  in  fair  to  poor  health.  The 
proportion  of  children  who  had  seen  a doctor 
during  the  year  and  the  number  of  visits  during 
the  year,  however,  were  about  the  same  for  both 
groups  of  children.16  (Fatherless  children  are  as 
likely  to  receive  medical  care  as  children  with 
fathers  even  though  the  former  usually  are 
poorer,  because  in  many  states  Medicaid  covers 
poor  children  without  fathers,  but  not  poor  chil- 
dren with  fathers,  in  the  home.) 

Children  without  fathers  were  more  likely 
to  have  been  hospitalized  and  to  have  spent  on 
the  average,  twice  as  many  days  in  the  hospital 
as  children  with  both  parents.  Physicians  may 
hospitalize  children  more  often  when  they  know 
of  poor  home  conditions.  Differences,  if  any, 
in  physical  and  emotional  health  status  and  cog- 
nitive development  are  small,  and  may  be  at- 
tributed to  low  economic  and  educational  levels 
of  mothers  and  generally  poor  housing  and 
neighborhood  conditions.16 


Mothers  Who  Work 

Day-care  for  children  of  working  parents  has 
long  been  controversial  in  terms  of  the  psycho- 
logical and  developmental  consequences  of  the 
rearing  of  young  children  by  parent  surrogates. 
Recently,  physical  health  hazards  in  day-care 
centers  have  surfaced.  There  is  a high  incidence 
of  enteric  illness  associated  with  unsanitary  con- 
ditions in  some  of  the  facilities  developed  to 
meet  the  child-tending  imperatives  of  families 
that  may  have  been  diminished  by  economic 
circumstances  or  parental  vocational  pursuits.17 

Effect  of  Divorce  on  Children 

Families  diminished  by  divorce  are  increas- 
ingly  prevalent.  The  1.2  million  divorces  granted 
in  the  United  States  in  1981  were  triple  the  num- 
ber in  1962,  and  one  in  three  new  marriages, 
according  to  current  estimates,  will  end  in  di- 
vorce. Most  divorces  occur  before  couples  reach 
their  40s,  and  in  nearly  three-fourths  of  the  cases 
minor  children  are  involved.18 

Adding  oases  of  permanent  separation  and 
desertions,  about  18  million  children  in  the  U.S. 
will  undergo  family  dissolution  during  childhood 
and  adolescence.18 

Furstenberg  sees  black  and  white  families  un- 
dergoing different  disruption  processes.  Black 
children  are  twice  as  likely  to  experience  the 
death  of  a parent,  even  though  both  black  and 
white  children  have  nearly  the  same  risk  of 
family  disruption  due  to  separation  and  di- 
vorce.19 

Divorce  is  often  mistakenly  thought  of  as  a 
single,  discrete  event.  Divorce  is  only  the  crisis 
stage  among  a spectrum  of  stages  involving  pre- 
divorce parental  strife  and  post-divorce  stress 
and  adjustment  as  well.  Rabin  and  Swenson, 
for  example,  report  on  three  adolescent  patients 
who  attempted  suicide  at  the  time  of  impending 
divorce  of  their  parents.20 

Hetherington  and  others  agree  that  the  effects 
of  divorce  are  stressful  to  both  parents  and 
children.21  However,  the  long-term  effects  of 
divorce  may  be  modified  by  the  quality  of  post- 
divorce family  functioning,  maintenance  of  posi- 
tive relations  among  family  members,  and  sup- 
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port  services  offered  to  parents  and  children  in 
the  community,  schools  and  workplace.  Fre- 
quent contact  with,  and  support  from,  the  non- 
custodial parent  can  make  a difference,  as  can 
sustained  relationships  with  members  of  the 
child’s  extended  family,  especially  grandpar- 
ents.22 

“Furthermore,”  as  Hetherington  states,  “there 
is  great  variability  in  the  responses  of  adults  and 
children  to  separation  and  divorce  and  to  life 
in  a single-parent  family.”  He  observes  that 
children  from  unhappy,  conflict-ridden  intact 
families  are  often  more  disturbed  than  children 
of  divorce.21  Evidence  suggests  that  boys  have 
greater  vulnerability  than  girls  to  the  stresses 
of  divorce  and  post-divorce  adjustment.18 

When  attempting  to  assess  the  effects  of  family 
discord,  it  must  be  remembered  that  the  situa- 
tion from  the  child’s  perspective  may  be  quite 
different  from  the  adult’s.  The  most  vulnerable 
children  are  likely  to  show  continuing  psycho- 
pathology. 

A longitudinal  study  of  131  children  from  60 
families  involved  in  divorce  has  yielded  valuable 
data.23-25  A year  after  separation  of  parents  had 
occurred,  psychological  disturbances  were  noted 
in  about  half  the  children,  with  little  difference 
in  incidence  among  pre-school,  early  latency  and 
late  latency  age  groups. 

Differences  were  found,  however,  in  the  nature 
of  these  problems,  from  group  to  group.  In  the 
youngest  group,  family  disruption  brought  on 
“regressions,  fretfulness,  cognitive  bewilderment, 
heightened  aggression  and  neediness.”  In  early 
latency,  children  were  still  struggling  to  integrate 
divorce-related  changes  in  their  lives.24  In  later 
latency,  children  were  suffering  from  shame, 
fears  of  being  abandoned  or  forgotten,  and  in- 
tense worries  associated  with  their  new  sense  of 
vulnerability  and  dependence  on  a more  fragile 
family  structure.25 

A subsequent  study  of  144  children  of  divorce 
has  replicated  the  finding  that  different  constella- 
tions of  emotional  and  behavioral  difficulties  are 
encountered  in  different  age  groups.26 

With  respect  to  adolescent  children,  it  is  im- 
possible to  generalize  about  the  psychological 
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effects  of  divorce.  Reactions  will  produce  dif- 
fering short-term  as  well  as  long-term  outcomes. 
Experiencing  parental  divorce  has  been  seen  to 
create  certain  psychological  vulnerabilities  in 
affected  adolescents:  (1)  fear  of  abandonment, 
rejection  or  loss  of  love;  (2)  an  interference  with 
the  resolution  of  the  typical  adolescent  conflicts 
and  (3)  an  intense  fear  of  personal  marital  fail- 
ure.27 The  contemporary  trends  toward  the 
“good  divorce”  and  the  impulsive  marital  break- 
up leave  the  involved  youngsters  with  consider- 
able confusion  and  disillusionment. 

While  divorce  may  be  regarded  as  a positive 
solution  to  destructive  family  functioning,  most 
children  experience  it  as  a traumatic  period  in 
their  lives.28 

Family  Stress  as  Risk  Factor 

Conflicts  between  parents  who  stay  together 
rather  than  separate  also  can  have  adverse  ef- 
fects on  the  mental  and  physical  health  of  chil- 
dren. 

Clinicians  who  have  studied  psychosomatic 
disorders  in  children  have  found  that  regardless 
of  family  makeup  or  specific  diagnosis,  the  chil- 
dren who  are  most  acutely  ill  are  the  ones  from 
conflicted  family  situations.29  Skewed  family 
relations  can  be  a factor  in  other  physical  dis- 
eases as  well,  and  in  time,  the  disease  can  be- 
come a necessary  part  of  the  pattern.  Three  fac- 
tors are  involved:  (1)  the  child  is  physiologically 
vulnerable;  that  is,  a specific  organic  dysfunction 
is  present;  (2)  the  family  is  characterized  by  en- 
meshment,  overprotectiveness,  rigidity  and  lack 
of  conflict  resolution;  (3)  the  child’s  illness  plays 
a part  in  the  family’s  pattern  of  avoiding  con- 
flict— serving  to  reinforce  the  symptoms.  Most 
of  these  children  fare  better  when  removed  from 
the  home  if  the  family  cannot  be  treated  in  a 
way  that  will  “reorganize  family  patterns.”29 

A survey  of  more  than  3,500  healthy  children 
is  reported  by  Coddington,  in  which  he  deter- 
mined the  amount  of  social  readjustment  re- 
quired of  each  child  in  the  preceding  year.30 
This  study  yielded  baseline  values  for  children 
of  different  ages  and  tested  the  influence  of  vari- 
ables such  as  age,  sex,  race,  and  socioeconomic 
status  (SES).  No  differences  were  found  be- 
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tween  sexes,  races,  or  SES,  but  fewer  adjustments 
occurred  in  a year  for  young  children  than  for 
older  ones.  More  social  adjustment  was  required 
of  black  elementary  school  children,  but  the  situ- 
ation was  reversed  in  junior  and  senior  high 
school.  Several  rather  insignificant  events  occur- 
ring during  a given  period  of  time  may  add  up 
to  greater  stress  than  a single,  obviously  trau- 
matic event. 

Incidence  of  six  adverse  health  conditions  in 
children  from  birth  to  age  4 was  analyzed  in  a 
recent  New  Zealand  study.31  Children  from 
families  that  experienced  12  or  more  stressful 
events  were  twice  as  likely  as  children  from 
families  with  three  or  fewer  such  events  to  have 
suffered  disorders  of  the  lower  respiratory  tract, 
gastroenteritis,  burns  and  scalds,  accidental  poi- 
soning, other  accidents,  and  suspect  home  con- 
ditions, such  as  child  abuse.  The  disparity  was 
even  greater  for  hospital  admissions,  an  indica- 
tion of  severity.  Children  in  the  high  family 
stress  group  were  six  times  as  likely  as  those  in 
the  low  stress  group  to  have  been  hospitalized. 

Why  some  individuals  appear  to  be  more  af- 
fected by  stress  than  others  leads  directly  to  the 
issue  of  how  individual  characteristics  of  children 
and  the  social  conditions  under  which  they  live 
interact  with  stressful  events  to  result  in  differ- 
ential effects  of  stress. 

Critchley  cites  Anthony’s  model  for  looking 
at  the  interaction  of  risk  and  vulnerability.18 
When  high  risk  is  coupled  with  high  vulner- 
ability, the  prospect  for  disturbance  is  high,  es- 
pecially during  late  childhood,  adolescence  and 
early 'maturity.  With  low  vulnerability,  how- 
ever, there  is  surprising  absence  of  disorder  even 
in  the  presence  of  appalling  life  circumstances. 
In  spite  of  environmental  factors  potentially 
hazardous  to  the  individual’s  mental  health,  a 
person  emerges  who  is  energetic,  well-balanced, 
and  normally  active  and  reactive. 

The  child  with  good  endowment,  benign  ex- 
periences and  comfortable  environment  may  still 
be  hypersensitive  and  unable  to  construct  a 
meaningful  role  for  himself  in  relation  to  his  or 
her  surroundings.  When  low  risk  is  combined 
with  such  high  vulnerability,  the  “suburban  syn- 
drome” may  result:  a child  who  is  overprotected. 


overprivileged  and  often  disturbed.  Low  risk 
linked  with  low  vulnerability  is  characteristic 
of  the  “normal  child”  and  is  termed  the  “average 
child’s  vulnerability.” 

This  formulation  can  be  a useful  framework 
for  assessment  and  intervention.28  Increased  risk 
plus  increased  vulnerability  as  a result  of  tem- 
perament or  environment  signals  increased  dan- 
ger of  psychological  problems  or  distress  for  the 
child. 

Children  in  foster  care  are  another  high-risk 
group.  It  has  been  observed  that  if  a child  is 
neither  adopted  nor  returned  to  his  original 
family  within  the  first  two  years  of  foster  place- 
ment, he  is  unlikely  ever  to  leave  the  foster  care 
system.32 

About  half  of  these  children  live  in  more  than 
one  foster  home,  and  this  unpredictability  alone 
makes  them  vulnerable  to  emotional  problems. 
A study  of  328  foster  children  in  Baltimore 
showed  a high  incidence  of  psychiatric  disorders 
compared  to  a general  pediatric  population.  In 
addition,  chronic  health  problems,  both  psychi- 
atric and  physical,  were  found  in  three-fourths 
of  the  foster  children.82 

Impact  on  Adults 

Although  children  are  the  primary  concern 
of  those  who  study  family  life,  families  also  have 
influence  on  adults  and  presumably  on  their 
health  and  well-being.  Studies  have  shown 
that  divorced  and  single  men  have  shorter  life- 
spans than  married  men;  however,  a causal 
relationship  has  not  been  established. 

In  a comparison  of  social  network  size,  per- 
ceived social  support  and  stressful  life  events 
with  physical  health  status  in  a sample  of  100 
persons  45-65  years  old,  neither  social  support 
nor  stressful  life  events  were  associated  with 
physical  health.33  Previous  studies  of  bereave- 
ment and  other  life  events  involving  the  loss  of 
social  ties  were  associated  with  depression,  nega- 
tive morale  or  physical  health.  This  study’s 
finding  that  none  of  the  social  support  variables 
was  significantly  correlated  with  physical  health 
status  deserves  comment  since  it  has  been  widely 
assumed  that  such  supports  have  a positive  cor- 
relation. 
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In  contrast,  another  study  found  social  net- 
work size  to  be  inversely  associated  with  rates 
of  mortality  from  all  causes  in  the  study  cohort.33 
The  larger  the  number  of  sooial  ties,  the  lower 
were  the  mortality  rates.  It  may  be  the  case 
that  persons  with  very  few  social  ties  are  at 
significantly  greater  risk  of  physical  illness  or 
mortality,  while  psychopathology  is  associated 
with  flux  in  the  quality  of  perceived  support. 

With  respect  to  the  aged,  many  of  the  elderly 
have  biochemical  deficiencies  resulting  from  poor 
nutritional  status  that  can  stem  from  poverty, 
ignorance,  physical  and  mental  disorders  and 
social  isolation.34  Yet,  the  popular  notion  that 
the  aged  have  been  abandoned  by  their  children 
is  not  borne  out  by  research.  Most  older  people 
have  at  least  one  child  living  with  them  or  near 
them,  and  they  have  frequent  contacts  with  their 
children.35 

Living  with  children,  of  course,  is  not  always 
the  most  desirable  arrangement  for  older  people. 
Many  resist  the  idea  of  moving  into  their  chil- 
dren’s homes — they  have  a history  of  being  self- 
sufficient  and  prefer  to  maintain  their  own  house- 
holds and  take  care  of  themselves  as  long  as  they 
can.  At  the  same  time,  they  do  want  to  be  able 
to  depend  upon  their  families  in  time  of  need, 
maintaining,  as  one  observer  puts  it,  “intimacy 
at  a distance.”36 

Conclusion 

Housing,  employment,  financial  and  legal 
problems  usually  are  beyond  the  scope  of  medi- 
cal interventions.  Moreover,  health  professionals 
are  limited  in  their  abilities  to  change  adverse 
conditions  under  which  children  and  adults  who 
are  at  risk  live,  and  for  whom  serious  illness  is 
often  a consequence.  It  is  well  known,  however, 
that  problems  and  conflicts  need  not  cause  dis- 
ease and  dysfunction,  and  that  demonstrable 
benefits  to  both  family  functioning  and  child 
health  can  accrue  from  professional  interven- 
tions such  as  family  therapy. 

For  how  people  learn  to  cope  within  a family 
context  can  be  cruoial  to  the  attainment  and 
maintenance  of  good  mental  health  and  even 
physical  health.  Usually  strengths  can  be  found 
regardless  of  the  nature  of  a given  family’s  make- 


up or  circumstances.  If  these  attributes  are  re- 
inforced, they  can  then  become  positive  influ- 
ences for  both  children  and  their  parents.15 
Curran,  for  example,  has  utilized  such  an  ap- 
proach in  outlining  an  intervention  strategy  for 
primary  care  physicians  who  encounter  divorced 
parents  and  their  children  in  clinical  practice.37 

To  help  provide  beneficial  reinforcement  is  a 
major  challenge  for  physicians  and  other  health 
professionals  as  they  work  with  families  of  vari- 
ous types  pursuing  different  life-styles  in  the 
United  States  today. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


BENDECTIN-ANOTHER  VICTIM  OF  LITIGATION? 

A recent  decision  bv  the  Merrell  Dow  Pharma- 
ceutical Company  to  remove  Bendectin  from  the 
market  has  far-reaching  implications  for  medi- 
cine and  society.  Bendectin  was  a widely  used, 
extensively  studied  antiemetic  drug  for  usage  in 
the  relief  of  nausea  and  vomiting  of  pregnancy. 
It  has  been  available  for  over  27  years  and  has 
been  reported  to  have  been  used  by  more  than 
33  million  women  during  pregnancy.  The  with- 
drawal of  this  product  from  the  market  not  only 
leaves  a deep  void  in  our  therapeutic  armamen- 
tarium but  also  represents  a potentially  devas- 
tating precedent  for  the  future. 

Congenital  birth  defects  occur  in  3%  to  5% 
of  all  births.  The  etiology  of  these  defects  is 
unknown  in  the  majority  of  cases;  both  genetics 
and  environment  may  contribute.  Physicians 
and  their  pregnant  patients  have  been  made 
painfully  aware  by  experience  with  drugs  like 
thalidomide,  chloramphenicol,  and  diethylstil- 
bestrol  that  medications  may  be  teratogens; 
therefore,  most  physicians  have  become  thera- 
peutic nihilists  during  pregnancy.  Specific  medi- 
cal conditions  can  and  are  however,  safely  treated 
during  pregnancy,  such  as  urinary  tract  infec- 
tions with  antibiotics. 

Nausea  and  vomiting  of  pregnancy  can  be  a 
modest  annoyance  handled  by  diet  modification, 
or  a severe  problem  with  weight  loss,  ketosis, 
and  dehydration.  Bendectin  has  been  used  as 


a safe  and  effective  treatment  when  simple  die- 
tary measures  have  failed.  Exhaustive  studies, 
both  case-controlled  and  cohort,  have  supported 
the  safety  of  this  product. 

Litigation  involving  Bendectin  has  brought 
adverse  publicity  to  the  drug.  Although  the 
Merrell  Dow  Pharmaceutical  Company  was  suc- 
cessful in  defending  an  initial  suit,  a jury  found 
in  favor  of  the  plaintiff  in  a recent  action.  It 
is  clear  from  the  data  available  that  the  verdict 
reached  was  not  supported  by  the  available 
scientific  information.  The  decision  is  being 
reviewed,  but  the  Merrell  Dow  Pharmaceutical 
Company  felt  forced  to  remove  the  medication 
from  the  market. 

This  scenario  is  tantamount  to  the  physician 
who  has  a frivolous  lawsuit  brought  against 
him  and  loses  the  case.  The  physician’s  repu- 
tation and  career  may  be  ruined  bv  a clever 
attorney  playing  on  the  emotions  of  a well- 
meaning  jury  that  does  not  or  cannot  understand 
the  facts  that  were  presented. 

What  if  the  same  fate  befalls  other  medica- 
tions commonly  used,  such  as  digitalis  or  insulin? 
The  implications  of  this  decision  are  that  we  are 
left  without  an  effective  and  safe  antiemetic  and 
that  mild  hyperemesis  gravidarum  may  progress 
to  a more  severe  condition  in  the  absence  of  a 
medication  such  as  Bendectin  to  control  the 
problem.  This  will  lead  to  more  frequent  hos- 
pitalizations, which  in  turn  will  lead  to  more 
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human  suffering  and  an  increase  in  the  cost  of 
medical  care.  It  is  clear  that  other  medications 
that  can  and  have  been  used  safely  and  effec- 
tively may  be  spuriously  implicated  in  birth  de- 
fects during  pregnancy.  This  same  fate  may  be- 
fall drugs  given  to  nonpregnant  patients  and  po- 
tentially affect  every  area  of  medicine. 

Resolution  of  this  problem  seems  arduous  and 
improbable.  The  appeal  process,  even  if  suc- 
cessful, would  leave  Bendectin  forever  tainted. 
Potentially,  any  unfortunate  couple  who  gives 
birth  to  a child  with  a congenital  defect  after  the 
mother  took  Bendectin  may,  again  in  anger  and 
devastation,  institute  a suit  against  their  phy- 
sician and/or  the  Merrell  Dow  Pharmaceutical 
Company.  David  B.  Sharrock,  President  of  Mer- 
rell Dow  Pharmaceuticals,  U.S.A.,  suggested  in 
a recent  letter  to  the  medical  community,  It 
may  be  that  our  action  will  highlight  once  again 
the  need  for  our  society  to  reflect  upon  the  effect 
our  nation’s  current  attitude  toward  litigation 
is  having  upon  the  health  care  community.” 


Our  two  new  electrocardiographs  have  all  the 
features  and  quality  you  want . . . and  they  are  terrific 
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Medical  Systems  Corp. 

239  Great  Neck  Rd.,  Great  Neck,  N.Y.  11021  • (516)466-2000 


Unfortunately,  there  are  no  simple  answers. 
Societv  does  not  appear  prepared  nor  favorably 
disposed  to  rethink  its  approach  toward  litiga- 
tion. Legislation  does  not  appear  to  be  forth- 
coming to  alleviate  the  litigious  climate  that 
exists  in  medicine  or  our  society  as  a whole. 
This  tragedy  represents  a landmark  event  in 
medical  practice.  Local  and  national  medical 
groups,  whatever  their  specialty,  should  pay 
heed  to  these  proceedings  and  address  this  issue 
in  an  organized  and  aggressive  fashion.  I am 
not  optimistic  that  a satisfactory  approach  to  the 
problem  is  feasible  in  the  near  future. 

Jeffry  I.  Komins,  M.D. 
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UNCLE  SAM,  MEET  ARNOLD  RELMAN 

Who  got  rabies  from  what  mammal,  what  states 
are  still  scandalously  high  in  measles,  the  latest 
episode  where  a church  social  harbored  trichinae 
in  homemade  sausage,  how  to  treat  GC,  what 
countries  require  which  vaccination — Morbidity 
and  Mortality  Weekly  Rej)ort,  or  as  it  is  better 
known,  the  MMWR,  published  by  the  Centers 
for  Disease  Control,  is  the  biweekly  supplier  of 
such  fascinating  and  necessary  information.  Until 
recently,  the  MMWR  was  supplied  free  by  the 
CDC  to  anyone  who  asked  to  receive  it. 

When,  because  of  federal  budget  constraints 
and  reasons  which  I presume  were  excellent, 
the  government  decided  to  charge  for  the  pub- 
lication, the  National  Technical  Information  Ser- 
vice set  the  price  at  $90  per  year  first  class,  or 
$70  per  year  third  class  mailing.  All  but  20,000 
of  the  100,000  readers  receiving  MMWR  failed 
to  request  that  their  subscriptions  be  continued, 
which  may  be  a useful  ratio  for  those  evaluating 
the  effect  of  “no  charge”  upon  demand  for  a 
service,  even  a useful  one.  I’m  sure  most  of  the 
subscribers  felt  as  I did;  the  publication  was 
important  but  expensive,  and  the  library’s  copy 
would  have  to  suffice. 

To  the  rescue:  The  Massachusetts  Medical 
Society  decided  that  the  New  England  Journal 
of  Medicine  could  put  out  the  MMWR  cheaper 


528 


Del  Med  Jrl,  Sept.  1983 — Vol  55,  No  9 


Editorials 


than  the  federal  government;  their  rates  are  $45 
and  $25.  Certainly  the  President  should  con- 
gratulate Dr.  Arnold  Reiman,  editor  of  the  New 
England  Journal  of  Medicine,  for  his  fine  ex- 
ample of  a private  institution  taking  over  the 
chores  of  a government  institution  at  about  half 
the  cost.  On  the  other  hand,  how  can  it  be  so? 
Postage  rates  must  be  the  same.  The  resources 
of  the  esteemed  NEJM,  while  large  and  efficient, 
should  certainly  be  no  bigger  or  better  than  those 
of  the  government.  And  as  I recall,  MMWR  en- 
joyed the  privilege  of  being  franked  instead  of 
directly  paying  postage. 

Can  it  be  the  National  Technical  Information 
Service  was  trying  to  balance  the  federal  bud- 
get and  reverse  its  deficit  by  means  of  its  charge 
for  MMWR?  Perhaps  Dr.  Reiman  should  be 
considered  for  direotor  of  that  agency. 

Bernadine  Z.  Paulshock,  M.D. 
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D IS  FOR  DELAWARE 

To  the  Editor: 

I recently  had  the  privilege  of  touring  Main- 
land China  with  a People-to-People  Infectious 
Disease  Delegation  led  by  Dr.  Charles  Sanders, 
Chief  of  Infectious  Disease  at  Louisiana  State 
University  in  New  Orleans.  We  spent  three  weeks 
touring  the  hospitals  and  sightseeing  attractions 
of  six  Chinese  cities.  The  quality  of  their  medi- 
cal care  seemed  quite  good  under  the  circum- 
stances, although  technically  they  appear  to  be 
about  25  years  behind  the  Western  World. 

The  first  medical  school  we  visited  was  Capitol 
University  Medical  School  (formerly  Peking 
Union)  in  Beijing,  obviously  one  of  their  best 
medical  schools.  During  the  introductory  re- 
marks, the  chairman  of  the  Department  of  Medi- 
cine invited  us  to  visit  their  library,  which  he 
said  was  the  most  complete  in  China.  In  fact, 
he  said  that  there  was  not  a single  important 
medical  journal  that  could  not  be  found  in  their 
library.  I turned  to  George  Thornton  from  Yale 
who  was  seated  next  to  me  and  said,  “I  will  put 
them  to  the  aoid  test;  I will  see  if  they  have  the 
Delaware  Medical  Journal We  walked  past 
many,  many  journals  until  we  arrived  at  the  room 
with  a capital  D on  the  door.  Imagine  my 
amazement  when  I found  the  Delaware  Medical 
Journal  complete  through  August  1982.  I was 
told  by  the  librarian  (through  our  interpreter) 
that  they  were  not  subscribers  to  the  Delaware 
Medical  Journal  but  received  these  volumes  from 
a donor  elsewhere  in  the  world.  There  was  no 
need  to  look  any  further  to  identify  this  as  one 
of  the  world’s  great  medical  libraries. 

William  J.  Holloway,  M.D. 


HERE  COMES  THE  COMPUTER 

To  the  Editor: 

In  the  July  issue.  Dr.  Keating  has  described 
a model  of  medical  decision  making,  organized 
to  employ  the  assistance  of  a computer,  using  a 
case  of  suspected  pulmonary  embolism  as  an 
example.  The  article  is  well  worth  reading, 
since  it  illustrates  both  the  utility  and  the  limi- 
tations of  the  computer  in  medicine.  As  is  so 
often  the  case  with  computer  programming,  the 
act  of  systematically  examining  a problem  in  a 
linear  way  leads  to  a better  appreciation  of  what 
the  problem  is  all  about.  The  outcome  of  sys- 
tem analysis  quite  frequently  is  recognition  of 
new  ways  of  solving  the  problem  without  a com- 
puter. 

In  the  late  1950s,  it  seemed  exciting  to  con- 
sider the  possibility  of  diagnosis  by  computer; 
the  excitement  reached  a peak  with  the  publi- 
cation of  Alvin  Feinstein’s  book  Clinical  Judge- 
ment. It  did  not  take  long,  however,  for  the 
recognition  to  become  widespread  that  most 
diagnoses  were  often  terribly  simple  to  make, 
and  required  a tongue  blade  and  a flashlight 
more  than  a Central  Processing  Unit.  Although 
it  may  be  the  perspective  of  medical  students 
that  diagnoses  are  fiercely  difficult,  the  real 
problem  post-training  is  usually  not  one  of  ex- 
plaining a puzzling  case,  but  failure  to  recognize 
that  an  apparently  simple  case  is  trickier  than 
it  seems.  It  seldom  seems  cost-effective  to  enter 
large  amounts  of  information  into  a computer 
file  on  the  off-chance  that  some  constellation  of 
facts  can  be  brought  to  your  own  attention. 
For  the  majority  of  overtly  baffling  cases,  refer- 
ral is  both  the  easiest  and  most  appropriate  re- 
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sponse.  For  a list  of  possible  alternative  diag- 
noses, a textbook  is  more  convenient  than  a 
computer. 

As  Dr.  Keating  has  pointed  out,  the  attention 
of  those  interested  in  medical  computing  has 
shifted  in  recent  years  to  management  questions, 
such  as  was  really  true  of  the  pulmonary  infarc- 
tion issue  he  describes.  It  is  quite  clear  that 
pulmonary  infarction  is  a reasonable  possibility 
in  the  case  described.  It  is  also  clear  that  no 
diagnostic  maneuver  can  make  the  diagnosis  ab- 
solutely certain,  so  within  the  emergency  context 
it  may  not  be  prudent  to  withhold  even  poten- 
tially dangerous  treatment  just  to  employ  avail- 
able diagnostic  aids,  simply  to  increase  the  diag- 
nostic certainty  beyond  a reasonable  point.  What 
are  the  relative  risks  of  treating  and  not  treat- 
ing? Indeed,  what  are  the  risks  of  diagnostic 
intervention?  What  are  the  costs  to  society  of 
improving  the  risk/danger  ratio  for  a large  popu- 
lation of  similar  cases? 

Reflection  on  the  oase  presented  to  us  in  the 
article  raises  some  scholarly  issues  which  were 


perhaps  overlooked  in  the  pandemonium  of  the 
emergency  room.  If  the  patient  indeed  had  pleu- 
ritic pain  and  a lesion  on  the  lung  scan,  it  would 
surely  strengthen  the  link  between  those  two 
faots  if  we  had  been  told  that  the  pleuritic  pain 
was  located  in  the  same  region  of  the  chest  as 
the  lesion  found  on  the  scan.  To  have  left  pleu- 
ritic pain  and  a right  lung  lesion,  for  example, 
would  seem  to  raise  the  odds  that  the  two  are 
unrelated,  hence  not  part  of  a syndrome.  To 
go  on,  one  itches  to  see  if  the  patient  had  canon 
waves  in  his  jugular  venous  pulsation,  a com- 
monly overlooked  sign  of  acute  right  heart 
strain.  One  itches  to  throw  back  the  sheets  and 
see  if  the  patient  really  did  or  really  did  not 
have  calf  tenderness,  or  distension  of  the  an- 
terior tibial  veins  while  he  lay  horizontal.  A 
trace  of  edema,  perhaps,  or  a little  flaring  of  the 
ala  nasae.  Possibly  the  waste-basket  beside  his 
bed  had  a wadded  tissue  containing  some  sputum 
with  a tinge  of  blood  in  it;  or  possibly  not.  The 
pulmonic  second  sound  was  booming,  perhaps; 
the  chest  x-ray  may  have  shown  some  fluid  at  the 
base,  or  some  enlargement  of  the  pulmonary 


26th  ANNUAL  FALL  SEMINAR 

At  The 

ALFRED  I.  duPONT  INSTITUTE 
SATURDAY,  OCTOBER  22,  1983 

Our  distinguished  guest  speakers  will  be: 

G.  WILBUR  WESTIN,  M.D.,  of  Los  Angeles,  California 

(Topics:  "Pembersal  Combined  Acetabuloplasty" 

"Acetabular  Development  After  Closed  or  Open  Reduction") 

MARK  D.  BROWN,  M.D.,  Ph.D.,  of  Miami,  Florida 

(Topics:  "Intradiscal  Therapy:  Chymopapain  or  Collagenese?" 

"Repeat  Lumbar  Spine  Surgery  for  Pain:  Is  It  Ever  Necessary?") 

Presentations  will  also  be  made  by  the  Institute's  Residents  and  Fellows  in 

Pediatric  Orthopaedics. 

The  program  will  conclude  with  an  X-ray  Review  Session.  All  participants  are 
encouraged  to  bring  x-rays  of  unusual  or  difficult  cases  to  be  reviewed  by 
our  panel  of  guest  speakers  and  Institute  faculty. 
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artery.  As  such  things  are  frequently  unre- 
ported, it  pays  to  check  them  yourself.  The 
EKG  may  have  shown  an  S-wave  in  lead  I and 
a Q in  lead  III,  with  an  inverted  T-III.  Fluoro- 
scopy might  well  have  demonstrated  an  immobile 
diaphragm.  A repeat  set  of  blood  gases  might 
have  been  in  order,  since  errors  care  frequent  in 
the  collection  and  measurement  of  arterial  gases  in 
emergency  situations.  Who  says  there  is  a lesion 
in  the  lung  scan?  Those  pictures  can  be  pretty 
fuzzv  at  times.  And  so  on.  The  diagnostic  need 
is  to  identify  more  clues,  not  to  superanalyze  a 
limited  set  of  them. 

The  members  of  the  trial  bar  are  well  paid 
to  take  the  leisure  to  research  such  issues  when- 
ever an  outcome  proves  less  than  perfect.  It 
may  well  be  true  that  a major  coming  role  for 
computers  in  medicine  will  be  to  demonstrate 
to  juries  that  all  diagnoses  are  hunches,  all  treat- 
ments have  risks,  and  that  sometimes  even  a 
poor  decision  is  better  than  indecision.  Hippo- 
crates didn’t  even  have  an  abacus,  but  he  told 
us  what  medical  decision-making  was  all  about 
in  his  first  Aphorism:  “Life  is  short,  and  The  Art 
is  long;  decisions  are  difficult,  experiments  peril- 
ous. But  the  moment  of  decision  is  instant.” 

Georce  Ross  Fisher,  M.D. 

Dr.  Fisher,  author  of  The  Hospital  That  Ate  Chicago,  a book 
on  medical  economics;  and  past-president  of  the  Philadelphia  Medi- 
cal Society,  practices  internal  medicine  in  Philadelphia. 

% 5 g £ 


MORE  ON  GALLBLADDER  DISEASE 

To  the  Editor: 

The  astute  editorial  by  ].  W.  Sastic  and  C.  L. 
Glassman  on  gallbladder  disease  in  Wilmington 
( Del  Med  Jrl,  August  1983;  55:459)  warrants  a 
postscript. 

Recently,  I had  the  distinct  privilege  and  the 
less  distinct  pleasure  of  summarizing  in  30  min- 
utes some  130  papers  read  at  the  VUIth  Inter- 
national Symposium  on  Drugs  Affecting  Lipid 
Metabolism,  held  in  Philadelphia,  July  27-30 
1983. 

During  a workshop  on  “Gamma- Oryzanol,” 


a new  Japanese  medication  lowering  plasma 
lipids.  Professor  Goro  Kajyama  of  the  University 
of  Hiroshima,  spoke  about  the  drug’s  effect  on 
the  composition  of  bile,  namely,  increasing  bile 
acids,  decreasing  biliary  cholesterol  and  lowering 
the  lithogenic  index.  Asked  by  the  session  chair- 
man, Professor  Yuichiro  Goto  of  Tokai  Univer- 
sity, Kangawa, — my  host  at  Keio  University  in 
Tokyo  in  1958 — to  comment  on  the  paper,  I 
pointed  out  the  parallel  and  synergistic  effect  of 
cholesterol  and  estradiol  on  thrombogenesis  and 
on  lithogenesis.  These  two  conditions  seem  to 
be  the  only  proven  adverse  effects  of  oral  con- 
traceptives. 

Myocardial  infarction  and  cholelithiasis  used 
to  be  rare  in  Japan.  Not  today.  In  my  summary, 
I quipped  that  Columbus  brought  syphilis  to 
the  Americas  and  Mac  Arthur  brought  athero- 
sclerosis and  cholelithiasis  to  Japan.  The  pro- 
ceedings of  the  symposium  will  be  published  in 
Advances  in  Experimental  Medicine  and  Biology 
by  Plenum  Press,  New  York-London. 

Otakar  J.  Pollak,  M.D. 


MONEY  SAVER  PEUS* 
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terms  that  fit  your  financial  plans.  Plus*,  it  may 
be  to  your  tax  advantage.  For  more  Plusses*, 
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ROBERT  E.  ELLEGOOD,  M.D. 

Robert  E.  Ellegood,  M.D.,  an  eye,  eair,  nose, 
and  throat  specialist  in  Wilmington,  died  at  the 
age  of  102  at  his  home  August  21,  1983.  Dr. 
Ellegood,  well  known  as  the  Delaware  physician 
who  guided  Wilmington  through  the  flu  epi- 
demic of  1918,  had  been  bedridden  for  the  past 
several  years  at  his  133-year-old  farm  south  of 
New  Castle. 

Born  in  Ellendale,  Delaware,  Dr.  Ellegood 
graduated  from  Wesleyan  Academy  (now  Wes- 
ley College)  in  Dover  in  1902,  and  went  on  to 
graduate  from  Jefferson  Medical  College,  Phila- 
delphia, four  years  later. 

Dr.  Ellegood  practiced  general  medicine  for 
seven  years  before  going  to  London  to  specialize 
in  eye,  ear,  nose,  and  throat  medicine.  When 
World  War  I broke  out,  he  was  studying  in  Vi- 
enna. American  officials  there  helped  Dr.  Elle- 
good obtain  passage  back  to  the  United  States 
on  a ship  packed  with  other  Americans  trying  to 
flee  the  war  in  Europe.  On  his  return  to  the 
states,  Dr.  Ellegood  went  into  practice  in  Wil- 
mington with  his  cousin,  Joshua  A.  Ellegood, 
M.D.,  for  six  years  before  beginning  his  own 
practice. 

After  his  election  as  president  of  the  Wilming- 
ton Board  of  Health,  Dr.  Ellegood  took  on  the 
public  health  problems  of  the  city,  neglecting 
his  own  practice.  He  was  joined  in  his  battle 
with  the  city  epidemic  by  Margaret  I.  Handy, 
M.D.,  who  had  recently  completed  medical 
school. 

Once  the  epidemic  was  over,  Dr.  Ellegood 
became  secretary  of  the  State  Board  of  Health. 
He  also  served  as  chief  visiting  surgeon  at  the 
Delaware  Hospital,  which  later  became  the  Del- 
aware Division  of  The  Wilmington  Medical 
Center. 


In  1967,  after  60  years  of  medical  practice,  Dr. 
Ellegood  retired  and  bought  his  40-acre  farm 
on  DuPont  Highway,  which  he  farmed  on  a 
limited  basis  until  1977,  when  he  fell  from  his 
tractor  while  mowing  grass  and  broke  his  hip. 

When  he  reached  his  100th  birthday  in  1981, 
the  Delaware  Medical  Journal  dedicated  the 
January  issue  to  Dr.  Ellegood.  One  of  Dr.  Elle- 
good’s  many  birthday  visitors  that  year  was 
Governor  du  Pont,  who  was  advised  by  Dr. 
Ellegood  to  “never  allow  politics  or  politicians 
to  interfere  with  public  health.”  After  acknowl- 
edging the  governor’s  good  health,  Dr.  Ellegood 
recommended  “some  whiskey  now  and  then,  pre- 
ferably Jack  Daniels.” 

There  are  no  immediate  survivors;  Dr.  Elle- 
good’s  wife,  Helen,  died  in  1970,  and  they  had 
no  children. 


THOMAS  H.  PENNOCK,  M.D. 

Thomas  H.  Pennock,  M.D.,  died  in  his  sleep 
of  cardiac  failure  August  11,  1983. 

A Wilmington  native,  Dr.  Pennock  was  born 
February  26,  1915,  the  son  of  H.  R.  Pennock, 
M.D.,  and  Etta  Boulden  Pennock.  To  be  born 
in  Wilmington  in  February  1915  was  auspicious, 
coinciding  with  the  corporate  structuring  of  the 
DuPont  Company  as  it  exists  today. 

The  Pennock  family  oame  early  to  the  area. 
Christopher  Pennock,  the  emigrant,  arrived  in 
Philadelphia  about  1685.  Christopher’s  sole  sur- 
vivor, Joseph  Pennock,  moved  from  Philadelphia 
to  West  Marlborough  township  in  Chester 
County,  Pennsylvania  where  he  built  “Primitive 
Hall,”  a substantial  Georgian  building  that  is 
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still  standing.  It  was  refurbished  some  years  ago 
by  a collateral  relative  of  Dr.  Pennock. 

Dr.  Pennock  was  educated  in  the  “Friendly 
Persuasion”  at  Friends  School  located  at  Fourth 
and  West  Streets  in  Wilmington.  He  then  gradu- 
ated from  the  University  of  Delaware  followed 
by  granting  of  his  medical  degree  from  Hahne- 
mann Medical  College.  Postgraduate  training 
in  obstetrics  and  gynecology  was  done  at  Sloane 
Memorial  in  New  York  and  Jefferson  Medical 
College  in  Philadelphia.  In  1949,  he  entered 
practice  with  Earle  Spencer,  M.D.,  then  Director 
of  the  Department  of  Obstetrics  at  Memorial 
Hospital.  When  Dr.  Spencer  died  in  1955,  Dr. 
Pennock  assumed  the  post,  remaining  as  Director 
until  the  creation  of  The  Wilmington  Medical 
Center.  Thereafter  he  served  as  senior  attending 
until  1981,  when  he  was  appointed  to  an  honor- 
ary position. 

During  World  War  II,  Dr.  Pennock  was 
awarded  the  Bronze  Star  for  combat  service  in 


southern  Germany  with  General  Patton’s  troops,  i 
He  was  discharged  at  the  age  of  30  as  a lieu- 
tenant-colonel. 

Measuring  any  individual’s  contribution  to 
his  community  is  difficult.  From  Tom’s  life  and 
manner  of  living,  lessons  may  be  drawn.  Al- 
ways gentle,  always  the  gentleman,  in  spite  of 
deep  personal  tragedy,  he  exemplified  the  phy- 
sician and  the  obstetrician,  serving  his  community 
by  seeking  to  ensure  the  life  of  the  next  gener- 
ation. 

Dr.  Pennock  is  survived  by  his  third  wife, 
Patricia,  and  a son,  Edmund  R.,  of  Greenfield, 
Massachusetts. 

Contributions  may  be  sent  to  the  Thomas  H. 
Pennock  Memorial  Fund  for  Advancement  for 
Obstetrics  and  Gynecology  in  care  of  The  Wil- 
mington Medical  Center,  501  W.  14th  Street, 
Wilmington,  Delaware  19801. 

Charles  R.  Green,  Jr.,  M.D. 


The  Easy-Lift™  Chair 
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At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they’ve  been  missing  through  reli- 
ance or  help  from  others. 

And,  it’s  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor’s  Bag  locations. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


MYOFASCIAL  PAIN  AND  DYSFUNCTION:  THE 
TRIGGERPOINT  MANUAL,  by  Janet  G.  Travel!, 
M.D.,  and  David  G.  Simons,  M.D.,  Williams  and 
Wilkins  Company,  1983.  875  pp.  Illus.  Price 
$65.00. 

This  text  represents  the  first  half  of  a planned 
two  volume  set  which  details  direct  and  referred 
pain  syndromes  that  can  occur  from  specific 
muscles  and  enlarges  upon  this  by  exploring 
those  factors  which  tend  to  reinforce  the  pain 
syndromes.  The  text  draws  largely  from  the 
experience  and  observations  of  Dr.  Travell. 

The  first  text  deals  strictly  with  the  upper 
bodv,  and  is  divided  into  four  parts  dealing  with 
the  musculature  of  the  head  and  neck,  shoulder 
girdle,  lower  arm,  and  torso.  It  is  an  attempt 
to  understand  the  anatomy  and  physiology  of 
so-called  triggerpoints,  that  is,  areas  of  myo- 
fascial tenderness  that  seem  to  trigger  larger 
areas  of  musculoskeletal  pain.  It  reviews  every- 
thing that  you  would  ever  want  to  know  about 
this  particular  aspect  of  the  larger  field  of  non- 
articular  soft  tissue  rheumatism. 

It  is  of  note  that  Dr.  Renee  Caillet,  the  re- 
nowned rehabilitationist,  in  a foreward,  hails  this 
as  a significant  contribution  to  the  field  of  physi- 
cal medicine  and  rehabilitation  as  well  as  rheu- 
matology, orthopedics,  and  neurology.  It  is 
certainly  a well-illustrated,  well-referenced,  ex- 
haustive text,  which  goes  into  exquisite  detail 
on  the  so-called  myofascial  syndromes. 

Of  particular  importance  would  appear  to  be 
those  chapters  of  the  head  and  neck  musculature 
that  have  particular  pertinence  to  temporomandi- 
bular joint  dysfunction.  Therefore,  this  text 
would  be  of  particular  interest  to  dentists,  oral 


surgeons,  and  other  health  professionals  having 
to  deal  with  this  difficult  clinical  problem.  Ther- 
apy is,  of  course,  examined  as  well  with  special 
emphasis  toward  exercise,  posture,  and  local  in- 
jection. 

This  is  a very  detailed  text,  involved  with  a 
very  important  area  of  everyday  medicine,  that 
is,  the  patient  complaining  of  nonarticular  rheu- 
matic symptoms.  It  is  perhaps  too  detailed  for 
use  as  a general  office  reference  for  everybody, 
but  would  be  a good  source  of  specific  informa- 
tion for  the  physician  who  would  like  to  know 
more  about  the  neurophysiologic  and  anatomic 
underpinnings  of  “lumbago,”  “nuisance  residual 
backache,”  “stitch  in  the  side,”  “anomalous  sub- 
sternal  ache,”  and  so  on.  To  find  out  which 
muscles  are  responsible  for  these  common  clini- 
cal diagnoses,  I would  refer  you  to  the  text. 

James  H.  Newman,  M.D. 
& £ ri' 


COMPUTED  BODY  TOMOGRAPHY,  edited  by 
Joseph  K.  Lee,  M.D.,  Stuart  S.  Sagel,  M.D.,  and 
Robert  J.  Stanley,  M.D.,  Raven  Press,  New  York, 
1983.  602  pp.  Illus.  Price  $79.50. 

Computed  Body  Tomography  is  a book  that 
both  radiologists  and  nonradiologists  have  long 
been  awaiting.  It  is  a concise,  well-written,  and 
complete  text  for  both  novices  and  experienced 
CAT  scan  interpreters. 

The  book  begins  with  a rather  soanty  and  con- 
fusing chapter  devoted  to  the  physical  principles 
involved.  The  next  chapter  is  devoted  to  tech- 
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nique  and  would  serve  clinicians  and  residents 
well  to  read.  This  chapter  outlines  how  each 
exam  is  tailored  by  the  history  given  to  obtain 
the  most  useful  information. 

The  chapters  concerning  the  abdomen,  pelvis, 
chest,  and  mediastinum  are  excellent.  These  con- 
tain well  labeled,  good  reproductions  of  normal 
scans.  Measurements  of  the  normal  ranges, 
where  established,  are  included.  Many  classic 
examples  of  pathology  are  depicted.  There  are 
good  chapters  devoted  to  the  pancreas,  liver, 
spleen,  retroperitoneum,  alimentary  tract,  and 
kidneys,  each  with  discussion  of  possible  com- 
puted tomographic  techniques  to  better  evaluate 
the  organ  of  interest.  All  these  chapters  are  well 
written  and  educational.  They  start  with  the 
basics  yet  progress  rapidly  so  that  even  the  most 
experienced  tomographer  would  maintain  inter- 
est. 

There  are  chapters  devoted  to  pediatric  com- 
puted tomography  and  computed  tomography 


of  the  spine.  However,  these  topics  are  deserv- 
ing of  their  own  complete  text.  Some  good  lists 
of  differentials  are  given,  but  normal  anatomy 
is  not  included.  Likewise,  the  chapter  devoted 
to  the  musculoskeletal  system  has  insufficient 
coverage  of  normal  anatomy.  The  chapter  is 
long  and  rough  reading  but  does  have  some 
educational  value. 

Both  chapters  on  CAT  scan  guided  percutane- 
ous needle  biopsy  and  the  lungs,  heart,  and 
pleura  are  well  written  and  informative. 

Although  a chapter  on  comparative  imaging 
is  included,  the  topic  is  too  important  and  could 
be  more  instructive  if  incorporated  into  the  dis- 
cussion of  each  pertinent  organ  system.  The  text 
concludes  with  an  interesting  chapter  about  the 
economics  and  politics  of  computed  tomography 
which  is  very  informative. 

Each  chapter  is  well  documented  with  sub- 
stantial lists  of  excellent  references,  and  the  index 
is  very  complete  and  easy  to  use.  Overall,  as 
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a basic  text  or  as  a long-term  reference  this  book 
is  invaluable  for  both  radiologists  and  clinicians. 

Lori  Siegel  DePersia,  M.D. 

Dr.  DePersia  is  a third-year  resident  in  the  Department  of 
Radiology  at  The  Wilmington  Medical  Center. 


UPDATE:  PULMONARY  DISEASES  AND  DISOR- 
DERS, by  Alfred  P.  Fishman,  M.D.,  McGraw-Hill 
Book  Company,  New  York,  1982.  464  pp.  Illus. 
Price  $45.00. 

This  book  is  written  as  an  update  to  Fish- 
man’s textbook  on  pulmonary  diseases  and  dis- 
orders. It  is  much  along  the  lines  of  the  updates 
that  we  have  seen  in  the  Internal  Medicine  text- 
books such  as  Harrison’s.  This  book  can  easily 
stand  by  itself.  It  consists  of  a series  of  26  ar- 
ticles by  different  authors  on  many  of  the  current 
“hot  topics”  in  pulmonary  medicine. 

The  articles  range  from  the  very  clinically 
oriented  material,  such  as  pneumonia  in  the 
immunocompromised  host,  legionellosis,  the  syn- 
drome of  kaposi  sarcoma  and  pneumocystis  car- 
innii  pneumonia  (AIDS),  to  subclinieal  topics 
such  as  lung  lymph  composition  and  flow  in  ab- 
normal states,  diaphragmatic  fatigue,  etc. 

A few  of  the  articles  are  exceptional  and  they 
bring  together  information  that  is  not  easily 
found  in  one  place.  An  example  is  Lankens’ 
article  on  weaning  from  mechanical  ventilation, 
which  is  the  finest  and  most  complete  of  its  kind 
on  this  particular  topic. 

The  book  includes  two  appendices,  one  on  the 
influenza  vaccine,  and  Amantadine  (1981-1982), 
and  the  second,  a bibliography  put  together  by 
the  Pulmonary  Department  for  the  University 
of  Pennsylvania  that  represents  a fairly  compre- 
hensive compendium  of  articles  used  in  the 
training  of  their  medical  students,  residents,  and 
fellows  in  pulmonary  medicine.  The  latter  would 
be  of  interest  to  students  and  resident  physicians 
alike  on  a pulmonary  elective. 

I would  recommend  this  book  to  all  medical 
libraries  and  to  physicians  with  an  active  interest 
in  pulmonary  medicine.  The  articles  are  diverse, 
and  probably  a number  of  them  would  be  of 
interest  to  other  physicians  in  primary  care  and 
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in  surgical  specialties.  In  this  case,  they  may  be 
better  served  by  borrowing  the  book  and  reading 
those  articles  of  particular  interest. 

David  Callahan,  D.O. 

% '>■ 

RHEUMATOLOGY  AND  IMMUNOLOGY,  Volume 

4,  edited  by  Alan  S.  Cohen,  M.D.,  Grune  and 
Stratton,  New  York,  1979.  497  pp.  Price  $44.00. 

This  textbook  deals  with  rheumatology  and  im- 
munology as  it  applies  to  rheumatology,  with  the 
more  classic  aspects  of  allergy  and  immunology 
(such  as  asthma)  relegated  to  another  volume 
in  this  series,  The  Science  and  Practice  of  Clini- 
cal Medicine.  The  editor.  Dr.  Alan  S.  Cohen, 
an  internationally  noted  rheumatologist  and  Pro- 
fessor of  Medicine  at  Boston  University  School 
of  Medicine,  calls  upon  a diverse  group  of  lead- 
ing clinicians  and  investigators  who  contribute 

Continued  on  page  547 
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Leslie  W.  Whitney,  M.D. 

Joan  Lloyd,  R.N. 
Suzanne  McDermott,  MSN,  MS 


The  Breast  Cancer  Detection  Demonstration 
project  (BCDDP),  locally  known  as  the  Breast 
Screening  Project  of  The  Wilmington  Medical 
Center,  recruited  and  screened  approximately 
10,000  women  during  the  six-year  period,  March 
1974  to  May  1980.  In  order  to  assess  the  10-year 
health  status  of  these  women,  a four-year  follow- 
up study  has  begun.  The  group  of  10,000 
screenees  has  been  divided  into  two  groups. 
The  first  group  consists  of  screenecs  who  de- 
veloped breast  cancer  during  the  project,  or 
who  had  benign  biopsies  done  and  a matched 
normal  to  complete  the  triad,  this  group  totaling 
1,629.  These  women  are  being  followed  under 
a National  Cancer  Institute  contract  and  results 
will  be  reported  separately  at  a future  time. 

The  remaining  8,371  women  had  no  clinical 


Dr.  Whitney  is  Director,  The  Wilmington  Medical  Center  Cancer 
Program. 

Ms.  Lloyd  is  Project  Coordinator  for  the  Breast  Cancer  Detection 
Demonstration  Follow-up  Project,  The  Wilmington  Medical  Center. 

Mrs.  McDermott  is  Program  Evaluator,  The  Wilmington  Medical 
Center. 


evidence  of  breast  cancer  at  the  termination  of 
the  demonstration  period  ( 1980 ) . These  are 
being  followed  through  a grant  from  the  Dela- 
ware Division  of  the  American  Cancer  Society. 

Questionnaires  were  mailed  to  each  month’s 
cohort  of  women  initially  recruited  during  that 
month.  Screenees  who  did  not  respond  to  the 
first  questionnaire  were  sent  a second  question- 
naire two  months  after  the  initial  contact.  Only 
39  screenees  refused  to  respond;  only  15  screen- 
ees were  lost  after  their  fifth  visit.  (In  total, 
over  the  seven-year  period,  93  screenees  have 
been  lost  to  follow-up.)  In  addition  to  the  in- 
formation from  the  questionnaires,  occurrence  of 
breast  cancer,  expiration  of  screenees  and  other 
pertinent  follow-up  data  were  obtained  from  the 
BCDDP  staff’s  review  of  mortality  reports,  op- 
erating room  schedules,  and  pathology  reports. 
The  overall  response  rate  from  the  screenees  to 
the  first-year  follow-up  questionnaire  was  70  to 
75  percent. 
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Significant  Findings  of  the  First  Follow-up  Year  TABLE  1 


The  first  year  of  follow-up  of  8,371  participants 
has  been  completed.  There  were  30  breast  can- 
cers reported.  Of  these,  21  cancers  were  1.1  cm 
or  larger,  and  nine  were  1 cm  or  less.  The  size 
of  the  lesion  related  to  patient  age  is  shown  in 
Figure  1. 

Of  the  30  women  with  positive  biopsies,  eight 
had  nodal  involvement  and  22  had  negative 
nodes  or  no  nodes  removed.  This  group  is  ana- 
lyzed by  age  in  Figure  2. 

Family  histories  of  breast  cancer  did  not  ap- 
pear to  be  a valid  predictor  of  the  presence  of 
positive  nodes.  (Table  1) 

The  present  status  of  the  30  screenees  with 
positive  biopsies  includes  three  women  with  re- 
currences, one  woman  with  another  cancer  (not 
breast),  and  26  women  free  of  disease. 

The  method  of  initial  detection  of  these  30 
cases  is  tabulated  in  Figure  3. 


Family  History  vs.  Positive  Nodes 

Over  50 

Under  50 

Family  History 

Years  of  Age 

Years  of  Age 

Positive 

Positive  Nodes 

0 

1 

Negative  Nodes 

7 

3 

Negative 

Positive  Nodes 

4 

3 

Negative  Nodes 

9 

3 

Conclusion 

Concise  questionnaires  mailed  directly  to  the 
screenees  resulted  in  a high  response  rate.  Most 
importantly,  the  compilation  of  data  collected 

show  that  in  25  of  the  30  screenees  who  had 
positive  biopsies,  the  method  of  detection  was 
breast  self-examination.  Of  the  30  positive  bi- 


FIGURE  1 


PATIENT  AGE  CORRELATED  WITH  SIZE  OF  LESION 
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FIGURE  2 


NODAL  INVOLVEMENT 


FIGURE  3 

METHOD  OF  DETECTION  IN  30  WOMEN  DIAGNOSED  IN  FIRST  YEAR 


BSE  - BREAST  SELF-EXAMINATION 
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opsied  women,  26  are  presently  free  of  disease, 
three  had  recurrences,  and  one  had  a cancer  in 
another  organ.  There  is  an  apparent  improve- 
ment in  survival  potential  as  evidenced  by  num- 
ber of  sereenees  free  of  disease  and  the  small 
number  of  deaths  due  to  breast  cancer. 

Breast  cancer  accounted  for  only  two  deaths 
(2.3%  of  the  screenee  deaths)  in  the  follow- 
up period  from  1978  through  1981.  Heart  dis- 
ease accounted  for  27.6%  of  the  deaths  and  lung 
cancer  accounted  for  9.2%  of  the  deaths  during 
the  follow-up  period. 

There  have  been  146  deaths  among  the  8,371 
sereenees  since  the  beginning  of  the  project.  Of 
these,  59  deaths  were  reported  to  us  during  the 
follow-up  period.  The  59  deaths  included  25 
from  cancers  and  34  from  other  causes.  (Table 
2) 


TABLE  2 


Causes  of  Death  Reported  During  First  Follow-up 


Year 

(1981) 

Cancers 

Other  Causes 

Lung 

6 

Heart 

21 

Colon 

4 

Accident 

3 

Ovary 

2 

Stroke 

2 

Pancreas 

3 

Liver  Disease 

2 

Breast 

2 

Subarachnoid 

Leukemia 

1 

Hemorrhage 

1 

Abdominal 

1 

Brain  Hemorrhage 

1 

Brain 

1 

Respiratory  Failure 

1 

Bone 

1 

Pulmonary  Emboli 

1 

Liver 

1 

Amyotrophic 

Lymphoma 

1 

Lateral  Sclerosis 

1 

Uterus 

2 

Unknown 

1 

TOTAL 

25 

TOTAL 

34 

Dx:  recurrent  herpes  labialis 
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in  those  subareas  of  this  subspecialty  in  which 
they  are  currently  writing. 

Typically,  the  text  is  divided  into  an  initial 
section  that  reviews  gross  and  microscopic  anat- 
omy, biochemistry,  and  epidemiology  as  well  as 
diagnostic  procedures.  There  is  then  a discussion 
of  rheumatic  disease  which  includes  differential 
approaches  to  major  rheumatic  presentations 
such  as  acute  monoarticular  arthritis,  chronic 
polyarthritis,  low  back  pain,  etc.  There  are  also 
discussions  of  specific  rheumatic  entities  such  as 
rheumatoid  arthritis,  systemic  lupus  erythema- 
tosus, gout,  osteoarthritis.  The  book  concludes 
with  a smaller  section  on  basic  immunology  and 
clinical  immunology  as  it  overlaps  with  rheu- 
matology. 

As  mentioned  by  the  editor  in  his  preface, 
“Due  to  the  ubiquitous  presence  of  the  target 
organ,  ie,  connective  tissue,  the  rheumatic  dis- 
eases can  present  not  only  to  the  internist  but 
to  the  ophthalmologist,  urologist,  orthopedist  and 
virtually  every  medical  and  surgical  subspecial- 
ist as  well.”  Because  of  the  rapid  growth  of  rheu- 
matology as  a subspecialty,  there  has  been  an 
increasing  number  of  textbooks  that  review  ad- 
vances in  this  field  of  medicine.  This  is  one  ex- 
ample. It  is  not  as  exhaustive  or  as  extensive 
as  the  larger  texts  that  were  published  at  about 
the  same  time.  Also,  it  is  not  as  extensively 
referenced  as  those  texts.  Perhaps  for  those 
reasons,  it  provides  a useful  alternative  reference 
on  recent  advances  in  rheumatology  for  the  non- 


rheumatologist to  have  in  home  and  office.  I 
would  recommend  it  as  such. 

James  H.  Newman,  M.D. 

it;  »*r 


THE  CONQUEST  OF  EPIDEMIC  DISEASE,  by 
Charles-Edward  Amory  Winslow,  University  of 
Wisconsin  Press,  Madison,  Wisconsin,  1980.  424 
pp.  Price  $25.00. 

This  book  is  a classic.  Published  originally  in 
1943,  it  was  republished  unchanged  in  paper- 
back in  1980.  The  author  was,  for  many  years 
until  his  retirement  in  1945,  Professor  of  Public 
Health  at  Yale  University  School  of  Medicine. 

Dr.  Winslow  wrote,  “We  are  too  proud  to 
honor  . . . the  great  men  of  the  past  without 
ever  reading  them  to  see  what  they  really  said.” 
He  then  researched  the  original  presentations  of 
the  great  minds  of  epidemiology  and  presented 
their  thoughts  as  they  developed  and  were  de- 
bated in  their  own  times,  and  often  in  their  own 
words. 

This  “history  of  ideas”  travels  from  the  health 
rituals  of  primitive  peoples  fighting  demons  to 
the  fifth  century  B.C.  when  epidemics  were 
thought  to  be  caused  by  cosmic  forces,  through 
the  scourges  of  leprosy,  bubonic  plague,  and 
syphilis,  to  the  triumphs  of  Leeuwenhoek,  Pas- 
teur, and  Walter  Reed. 

This  book  tells  a fascinating  story.  I can  only 
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wish  that  someone  will  write  a sequel  to  cover 
the  no  less  striking  interval  since  1943  with  the 
spectacular  changes  wrought  by  antibiotics  and 
the  wonders  of  immunology. 

David  Platt,  M.D. 


& 

ANNUAL  REVIEW  OF  MEDICINE,  Volume  34, 
edited  by  William  P.  Creger,  M.D.,  Cecil  H.  Cog- 
gins, M.D.,  E.  William  Hancock,  M.D.,  Annual 
Reviews,  Inc.,  Palo  Alto,  California,  1983.  577 
pp.  Price  $27.00. 

This  edition  of  the  Annual  Review  of  Medi- 
cine continues  the  high  standards  of  its  prede- 
cessors. Thirty -eight  topics  covering  the  broad 
spectrum  of  medical  research  and  practice  are 
examined.  Basic  science  subjects,  such  as  the 
role  of  prostaglandins  in  glucose  homeostatis, 
are  examined  along  with  more  mundane  topics 
like  urethral  infections  in  men  and  women.  The 
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editors  always  include  one  or  two  bizarre  sub- 
jects. In  this  volume,  sweating  and  its  disor- 
ders are  examined  in  truly  academic  fashion.  I 
do  not  know  of  another  source  of  so  many  in- 
teresting review  articles  in  a single  place.  The 
editors  are  to  be  commended  for  continuing 
their  fine  work. 

William  L.  Jaffee,  M.D. 


ANNUAL  REVIEW  OF  IMMUNOLOGY,  Volume  1, 
edited  by  William  E.  Paul,  The  Annual  Reviews, 
Incorporated,  Palo  Alto,  California,  1983.  666 
pp.  Price  $27.00. 

Annual  Reviews,  Incorporated,  publishes  regu- 
lar reviews  in  a number  of  fields  relevant  to  the 
basic  sciences  underlying  medical  practice.  These 
include  biochemistry,  microbiology,  genetics, 
and  physiology.  In  his  preface  to  this  volume, 
Dr.  Paul  explains  that  the  Board  of  Directors  of 
this  series  has  decided  to  initiate  a new  series 
dealing  with  immunology,  given  “the  enormous 
expansion  of  immunology  as  both  a basic  bio- 
logic discipline  and  as  one  of  the  most  im- 
portant of  the  clinical  sciences.”  The  purpose  is 
to  “provide  regular  reviews  of  recent  develop- 
ments in  the  major  subdisciplines  that  comprise 
the  fields  of  immunology.”  This  particular  vol- 
ume begins  that  process  by  drawing  upon  major 
investigators,  both  in  the  United  States  and 
abroad,  to  review  rather  extensively  the  basics 
of  immunogenetics,  the  molecular  biology  of 
the  immune  response,  immunologic  effector  func- 
tion, lymphocyte  interaction,  immunoregulation, 
auto-immunity,  and  the  link  between  immune 
response  and  the  mediation  of  inflammation. 

This  is  not  a clinically  useful  text.  It  is  a ref- 
erence. This  text  does  provide  a useful  reference 
in  reviewing  the  basic  concepts  of  immunology 
that  underlie  the  human  immune  response.  It 
would  be  useful  in  interpreting  the  increasingly 
clinical  literature  that  applies  basic  immunology 
to  clinical  medicine.  It  assumes  a good  logical 
comprehension  of  immunology. 

James  H.  Newman,  M.D. 
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POCKET  ATLAS  OF  OPHTHALMOLOGY,  by  Fritz 
Hollwich,  M.D.,  Year  Book  Medical  Publishers, 
Chicago,  1981.  182  pp.  Illus.  Price  $19.95. 

As  the  title  indicates,  this  book  is  one  of  many 
photographs  and  few  words.  Its  purpose  is  as 
a quick  reference  for  medical  students,  interns, 
and  nonophthalmic  physicians. 

Although  containing  only  182  pages,  there  are 
365  color  illustrations.  The  quality  of  the  photo- 
graphs is  perhaps  the  best  I have  seen,  and  the 
glossy  paper  used  in  this  book  further  enhances 
their  clarity.  The  topics  covered  include  the 
usual  disorders  of  the  conjunctiva,  cornea,  lens, 
and  retina.  In  addition,  there  are  very  good  illus- 
trations of  disorders  of  the  lids  and  orbits,  strab- 
ismus, chemical  burns,  and  eye  injuries. 

Beoause  of  the  many  excellent  photographs, 
this  book  would  be  a good  supplement  to  any 
ophthalmology  textbook  for  those  so  interested. 

Raymond  R.  Strocko,  M.D. 

*ji 


ADVANCES  IN  SYSTEMIC  LUPUS  ERYTHEMATO- 
SUS, edited  by  John  P.  Hayslett,  M.D.,  and  John 
A.  Hardin,  M.D.,  Grune  and  Stratton,  New  York, 
1983.  143  pp.  Price  $39.50. 

In  early  October  1981,  I attended  the  first 
joint  conference  on  lupus  erythematosus  con- 
ducted by  the  National  Kidney  Foundation  and 
the  American  Rheumatism  Association,  which 
took  place  in  New  York  City.  The  proceedings 
of  this  two-day  conference  were  originally  pub- 
lished in  a supplement  to  the  July  1982  issue 
of  the  American  Journal  of  Kidney  Disease.  This 
book  is  the  hard  cover  edition  of  that  issue.  This 
volume  contains  20  original  investigations  that 
deal  with  the  etio-pathogenesis  and  treatment 
of  systemic  lupus  erythematosus  with  particular 
emphasis  on  renal  involvement.  The  conference 
was  quite  useful  in  summarizing  the  current  state 
of  the  art  in  this  area.  The  participants  repre- 
sented the  leading  points  of  view  regarding  sys- 
temic lupus.  Confusion,  lack  of  agreement,  and  ab- 
sence of  controlled  data  regarding  treatment  of 
lupus  nephritis  were  apparent  during  the  confer- 
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FOR  SALE 

3 bedroom  ranch  style  home  on  2-f-  acres 
Vi  mile  from  entrance  to  Christiana  Hospital 
on  Route  4.  Ingress  and  egress  east  and 
west  on  Route  4 opposite  Allendale  Apart- 
ments. 2 entrances  to  property  on  425  ft. 
front. 

County  sewage,  Suburban  water 
property. 

etc.  on 

FOR  DETAILS 

CALL  737-1613 

ence  and  are  reviewed  in  this  volume.  Neverthe-  | 
less,  the  proceedings  of  this  symposium  are  his- 
torically important  since  they  represent  the  first 
combined  effort  by  nephrologists  and  rheuma- 
tologists to  meet  formally  and  review  advances 
in  SLE,  and  they  do  provide  a useful  reference 
for  those  investigating  background  information 
on  lupus. 

James  H.  Newman,  M.D. 
ri'  ri'  *A; 


THE  PSYCHOLOGY  OF  ADOLESCENCE,  edited  by 
Aaron  H.  Esman,  International  Universities  Press, 
Inc.,  New  York,  1979.  Price  $24.95. 

This  book  includes  such  diverse  material  as 
Freud  on  puberty,  Margaret  Meade,  and  an  ex- 
cerpt from  Anne  Frank’s  diary:  “Each  time  I 
have  a period — and  that  has  only  been  three 
times — I have  the  feeling  that  in  spite  of  all  the 
pain,  unpleasantness,  and  nastiness,  I have  a sweet 
secret,  and  that  is  why,  although  it  is  nothing 
but  a nuisance  to  me  in  a way,  I always  long  for 
the  time  that  I shall  feel  that  secret  within  me 
again.” 

CLINICAL  PHONOCARDIOGRAPHY  AND  EXTER- 
NAL PULSE  RECORDING,  3rd  Edition,  edited  by 
Morton  E.  Tavel,  Year  Book  Medical  Publishers, 
Inc.,  Chicago,  1978.  391  pp.  Illus.  Price  $24.95. 

A profusely  illustrated  book  about  a test  which 
is  now  largely  of  historical  interest. 

Bernadine  Z.  Paulshock,  M.D. 
% 

HERALDS  OF  SCIENCE,  by  Bern  Dibner,  Neale 
Watson  Academic  Publications,  Inc.,  New  York, 
1980.  96  pp.  Price  $14.95. 

Many  book  catalogs  are  themselves  works  of 
art.  Heralds  of  Science  refers  to  the  300  books 
and  pamphlets  representing  the  history  of  sicence 
from  astronomy  through  zoology  which  were 
chosen  from  the  collection  presented  to  the 
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Smithsonian  by  collector  Bern  Dibner.  Mr. 
Dibner  gave  treasures  from  his  own  library  to 
serve  as  the  nucleus  for  the  collection  at  the 
National  Museum  of  History  and  Technology. 
The  catalog  describes  some  of  the  most  important 
books  which  proclaimed  “new  truths  or  hy- 
potheses of  science”  or  were  “heralds  of  new 
scientific  concept.” 

A pen  and  ink  sketch  of  Alexis  San  Martin’s 
famous  stomach  fistula  is  included  and  also  one 
of  the  arm  of  Jenner’s  first  vacoinee  (three  sep- 
arate cicatrices). 

Bernadine  Z.  Paulshock,  M.D. 
£ % 

PROGRESS  IN  RHEUMATOLOGY,  edited  by  Israel 
Machtey,  PSG,  Inc.,  Littleton,  Massachusetts, 
1982.  236  pp.  Illus.  Price  $25.00. 

This  is  a collection  of  papers  presented  at  the 
Second  International  Seminar  on  the  Treatment 
of  Rheumatic  Diseases,  which  took  place  in 
Haifa,  Israel,  in  1980.  This  volume  is  a collec- 
tion of  articles  and  abstracts  that  are  truly  inter- 
national in  scope  dealing  with  a wide  range  of 
topics  in  the  rheumatic  diseases  including  the 
basic  mechanisms  underlying  the  disease  pro- 


cesses as  well  as  the  treatment  of  common  dis- 
ease entities  such  as  rheumatoid  arthritis  and 
osteoarthritis.  It  is  of  passing  interest  to  rheuma- 
tologists but  again  is  of  little  value  to  physicians 
in  practice. 

James  H.  Newman,  M.D. 


% V* 


ADVANCES  IN  INFLAMMATION  RESEARCH,  Vol. 

4,  edited  by  Gerald  Weismann,  Raven  Press,  New 
York,  1982.  208  pp.  Illus.  Price  $23.00. 

This  is  essentially  a collection  of  papers  deal- 
ing with  very  basic  aspects  of  inflammation. 
Many  of  the  papers  deal  with  the  polymorpho- 
nuclear leukocyte  and  its  role  in  various  inflam- 
matory responses  ( eg,  its  interaction  with  vari- 
ous crystals  inducing  an  inflammatory  response 
such  as  one  would  see  in  gout  or  pseudogout). 
This  volume  is  of  no  interest  to  the  general  phy- 
sician in  practice  but  may  be  of  some  interest 
to  the  clinical  pathologist  and  those  physicians 
with  a deep  interest  in  inflammatory  diseases, 
particularly  their  basic  aspects. 

James  H.  Newman,  M.D. 


M^ros^I 

HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T.E.N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES 
RENTALS 
SF  R\  ICE 


608  NO.  UNION  STREET 

WILM  , DEL 
PHONE  652-0300 


Del  Med  Jrl,  Sept.  1983— Vol  55,  No  9 


551 


As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 


If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We’ll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


JA 


INSURANCE  PEOPLE 
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Wilmington 

Personal  Insurance  Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 


J A Montgomery 
Financial  Services,  Inc. 
571-5639 


J A Montgomery 
Securities  Corporation 
571-5631 


Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 


201  Pine  Street 


Seaford 


629-5585 

(Toll  Free)  856-3247 


In  Brief 


Impaired  Physician 
Program 


Colleagues  in 
the  News 


Topics  in 
Ambulatory 
Medicine 


Recognizing  and 
Managing  Anxiety 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 

John  E.  Hocutt,  Jr.,  M.D.,  of  Wilmington  was  among  15  physicians  selected  out 
of  several  thousand  who  applied  as  volunteers  to  cover  one  of  the  two  US 
Olympic  training  camps  at  Lake  Placid,  New  York,  or  Colorado  Springs,  Colo- 
rado. Dr.  Hocutt  recently  returned  from  a two-week  session  at  Lake  Placid 
where  he  helped  provide  medical  care  for  athletes  competing  for  a spot  on  the 
Olympic  team. 

E.  Wayne  Martz,  M.D.,  of  Wilmington,  was  elected  as  Governor-Elect  of  the 
Delaware  Region  of  the  American  College  of  Physicians.  Dr.  Martz  will  become 
Governor  after  the  Annual  Session  in  Atlanta,  Georgia,  in  April  1984. 

A screened-in  patio  was  recently  dedicated  in  memory  of  Harry  Taylor,  M.D., 
of  Wilmington,  at  the  Milton  and  Hattie  Kutz  Home.  The  construction  of  the 
porch  was  funded  by  the  auxiliary  of  the  Kutz  Home  and  dedicated  to  Dr. 
Taylor  on  July  31,  1983.  Dr.  Taylor  had  served  as  Medical  Director  at  the  Kutz 
Home  for  16  years. 


CLINICAL  MEETINGS  AND  NOTICES 


A course  entitled  TOPICS  IN  AMBULATORY  MEDICINE  has  been  designed  for  internists 
who  provide  primary  care,  family  practitioners,  and  other  generalists  by  four  members  of 
The  Johns  Hopkins  University  School  of  Medicine,  including  the  editors  of  the  textbook, 
Principles  of  Ambulatory  Medicine.  The  program  is  scheduled  for  October  12-14,  1983, 
at  the  Hyatt  Regency  Baltimore.  Special  emphasis  will  be  placed  on  the  longitudinal  care 
of  patients  including:  the  natural  history  of  treated  and  untreated  illness,  complications  of 
disease  and  treatment,  psychosocial  impact  of  the  illness  on  the  patient  and  family,  long-term 
outcome,  and  appropriate  management  strategies.  Registration  fee  for  the  course  is  $275 
for  physicians  or  $150  for  residents  and  fellows.  This  continuing  medical  education  activity 
meets  the  criteria  for  20  hours  in  Category  I of  the  Physician’s  Recognition  Award.  Contact: 
Program  Coordinator,  Turner  22,  720  Rutland  Avenue,  Baltimore,  Maryland  21205.  Tele- 
phone: (301)  955-6046. 


A symposium  entitled  ANXIETY:  SYMPTOM  OR  DIAGNOSIS?  RATIONALE  FOR  RECOG- 
NITION AND  MANAGEMENT  will  be  held  on  October  13,  1983,  in  the  Fontainebleau 
Hilton  Hotel  in  Miami  Beach,  immediately  following  the  annual  meeting  of  the  American 
Academy  of  Family  Physicians.  The  program  will  consist  of  a practical  exchange  of  infor- 
mation to  assist  the  family  physician  in  recognizing  the  differential  diagnosis  of  anxiety, 
defining  anxiolytic  efficacy,  deciding  when  to  use  anxiolytic  therapy,  and  properly  selecting 
therapy  based  on  diagnosis.  In  conjunction  with  this  symposium,  participants  will  be  able 
to  actively  participate  in  the  proceedings  through  computer  technology.  The  objective  of 
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the  interactive  computer  is  to  optimize  your  involvement  with  the  faculty  in  order  to  adapt 
their  presentations  to  your  needs.  The  program  is  acceptable  for  three  prescribed  hours 
by  the  American  Academy  of  Family  Physicians.  There  is  no  registration  fee.  Contact: 
Robert  E.  Rakel,  M.D.,  Department  of  Family  Practice,  The  University  of  Iowa,  Iowa  City, 
Iowa  52242.  Telephone:  (319)  356-2975. 


Symposium  on  The  Southeastern  Chapter  of  the  Society  of  Nuclear  Medicine,  Inc.,  is  sponsoring  a program 
NMR  Imaging  entitled  NMR  IMAGING:  ITS  CLINICAL  UTILITY  AND  CORRELATION  WITH  OTHER 

IMAGING  MODALITIES  October  27-29,  1983,  in  Orlando,  Florida.  The  course  is  designed  to 
meet  the  needs  of  physicians,  scientists,  and  technologists  actively  involved  in  medical  imaging. 
Course  objectives  include:  an  overview  of  the  physical  principles  and  technology  of  nuclear  j 
magnetic  resonance  imaging,  discussion  of  the  pathophysiological  significances  of  NMR 
images  and  data,  considering  the  role  and  place  of  NMR  imaging  with  other  imaging 
modalities,  and  providing  a forum  for  the  scientific  interchange  among  scientists  and  clinicians 
who  are  leaders  in  the  field.  Participants  in  the  program  are  eligible  for  17.5  hours  of 
Category  I CME  credit.  Registration  fee  is  $125  for  nonmembers  and  $100  for  members. 
Contact:  Southeastern  Chapter,  Society  of  Nuclear  Medicine,  Inc.,  134  Lincoln  Parkway, 
Crystal  Lake,  Illinois  60014. 


Medicaf 
Determinations 
in  Workers' 
Compensation 


A seminar  entitled  MEDICAL  DETERMINATIONS  IN  WORKERS’  COMPENSATION 
will  be  held  October  24-25,  1983,  in  Chicago,  Illinois.  The  program  is  designed  for  physicians 
who  examine,  evaluate,  or  treat  patients  seeking  compensation.  Topics  to  be  discussed  include 
Coronary  Health  Disease-Medicolegal  Evaluation,  Workplace  Related  Pulmonary  Diseases, 
Low  Back  Syndromes,  and  Chronic  Pain  Evaluation.  The  program  is  being  sponsored  by 
the  American  Society  of  Law  and  Medicine  and  the  Illinois  Institute  for  Continuing  Legal 
Education.  Registration  fee  is  $200  for  members  of  sponsoring  organizations,  $225  for  non- 
members, and  $70  for  full-time  students.  Contact:  Barbara  Schneider,  Conference  Registrar, 
American  Society  of  Law  and  Medicine,  765  Commonwealth  Avenue,  Boston,  Massachusetts 
02215.  Telephone:  (617)  262-4990. 


Robert  O.  Y. 
Warren  Memorial 
Seminar 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics  is  sponsoring  the  1983  DE- 
VELOPMENTAL PEDIATRIC  CONFERENCE  AND  DR.  ROBERT  O.  Y.  WARREN  MEM- 
ORIAL SEMINAR  on  November  3-4,  1983,  in  Wilmington,  Delaware.  Topics  will  include 
development  of  early  intervention  projects,  eating  disorders,  management  of  suppurative  bone 
and  joint  diseases  in  children,  and  new  antibiotics  for  the  pediatrician.  Participants  in  the 
program  will  be  eligible  for  12  credit  hours  in  Category  I of  the  AMA’s  Physician’s  Recognition 
Award.  Registration  fee  for  both  days  is  $40.  Contact:  Dr.  Robert  O.  Y.  Warren  Memorial 
Seminar,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 
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AABB  Annual 
Meeting 


Emergency  Medical 
Services 
Conference 


Hemodynamic 

Monitoring 

Symposium 


Cardiology 

Symposium 


Advances  in 
Cancer  Therapy 


The  American  Association  of  Blood  Banks  will  hold  its  36th  Annual  Meeting  in  New  York 
City  at  the  Sheraton  Centre  and  the  New  York  Hilton  from  October  28-November  2,  1983. 
Included  in  the  program  will  be  presentations  on  bone  marrow  and  other  forms  of  transplanta- 
tion, the  latest  developments  in  acquired  immune  deficiency  syndrome  (AIDS),  white  cell 
transplantation  in  the  neonate,  new  technology  for  blood  collection  and  transfusion,  mono- 
clonal antibodies,  and  new  mechanisms  to  motivate  voluntary  blood  donations.  Contact: 
American  Association  of  Blood  Banks,  Suite  600,  1117  North  19th  Street,  Arlington,  Virginia 
22209.  Telephone:  (703)  528-8200. 


The  American  Hospital  Association  and  the  AMA’s  Commission  on  Emergency  Medical 
Services  are  cosponsoring  a seminar  entitled  MEDICAL  CONTROL  AND  ACCOUNT- 
ABILITY IN  EMERGENCY  MEDICAL  SERVICES  November  4-5,  1983,  in  Chicago.  The 
topics  and  issues  to  be  discussed  include:  medical  control  and  didactic  knowledge,  including 
skill  retention  and  residency  training  programs;  telemetry  control  and  communications  services; 
medical  control  audit  and  evaluation  and  on-scene  monitoring  of  pre-hospital  medical  care; 
physician  obligations  and  patient’s  rights;  financing,  management,  and  funding  of  medical 
control  programs;  the  role  and  impact  of  nursing  on  prehospital  emergency  care;  and  examples 
of  specific  models  of  medical  control  in  both  urban  and  rural  areas.  In  addition  to  formal 
presentations,  program  time  will  be  allotted  for  workshops  in  the  areas  of  education,  com- 
munications, organization  and  funding,  provider  roles,  legal  authority  and  issues,  and  audit/ 
accountability.  Contact:  Department  of  Health  Care  Resources,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone:  (312)  751-6433. 


Physicians  are  invited  to  attend  a conference  entitled  HEMODYNAMIC  MONITORING/ 
PATIENT  CARE  AND  PULMONARY  ARTERY  CATHETERIZATION  on  November  5-6, 
1983,  at  The  Johns  Hopkins  Medical  Institutions  in  Baltimore.  Participants  in  the  program 
will  be  eligible  for  11  credit  hours  in  the  AMA’s  Category  I.  The  registration  fee  is  $300. 
Contact:  Noreen  Javornik,  Room  22  Turner  Auditorium,  The  Johns  Hopkins  Medical  Institu- 
tions, 720  Rutland  Avenue,  Baltimore,  Maryland  21205.  Telephone:  (301)  955-6046. 


A continuing  medical  education  course  entitled  CARDIOLOGY  SYMPOSIUM— 1983:  A 
REVIEW  OF  CURRENT  PROBLEMS  IN  DIAGNOSIS  AND  THERAPY  will  be  held 
December  8-10,  1983,  at  The  Johns  Plopkins  Medical  Institutions,  Baltimore.  The  program 
is  cosponsored  by  the  Cardiology  Division  of  the  Department  of  Medicine,  The  Johns 
Hopkins  University  School  of  Medicine  and  The  Johns  Hopkins  Hospital  and  the  Maryland 
Affiliate  of  the  American  Heart  Association.  Participants  will  be  eligible  for  AMA  Category 
I credits.  The  registration  fee  is  $175.  Contact:  Diane  Heydinger,  Program  Coordinator, 
Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue,  Baltimore,  Maryland  21205. 
Telephone:  (301)  955-6046. 


The  American  Cancer  Society  is  sponsoring  a national  conference  on  ADVANCES  IN  CANCER 
THERAPY  December  8-10,  1983,  in  New  York  City.  The  objectives  of  this  program  are 
to:  increase  knowledge  of  the  new  scientific  and  technical  developments  which  impact  on 
cancer  treatment,  increase  understanding  of  the  relationships  of  newer  therapeutic  modalities 
employed  in  cancer  treatment  and  the  multidisciplinary  approach  to  patient  management, 
promote  the  adoption  of  a more  positive  approach  to  the  curability  of  cancer  when  appropri- 
ate treatment  is  utilized,  and  increase  understanding  of  the  differences  between  standard 
treatment  regimens,  protocol  studies  and  clinical  investigation  in  cancer  therapy  trials.  This 
program  meets  the  criteria  for  16.5  hours  in  Category  I of  the  AMA’s  Physician’s  Recognition 
Award  and  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  Contact: 
Nicholas  G.  Bottiglieri,  M.D.,  Advances  in  Cancer  Therapy  Conference,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York  10017. 
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Diagnosis  and 
Treatment  of 
Anxiety  and 
Depression  in 
Patients 


The  Taylor  Manor  Hospital  and  the  Eastern  State  Hospital  are  cosponsoring  a symposium 
entitled  ANXIETY  AND  DEPRESSION  IN  OFFICE  PATIENTS:  DIFFERENTIAL  DIAG- 
NOSIS AND  TREATMENT  on  December  10,  1983,  in  Williamsburg,  Virginia.  Participants 
in  the  program  will  be  eligible  for  six  hours  of  Category  I credit.  Registration  fee  is  $50.00. 
Contact:  Mary  Ann  Ayd,  P.O.  Box  16315,  Baltimore,  Maryland  21210.  Telephone:  (301) 
435-6562. 


Ear,  Nose,  and 
Throat  Diseases 
in  Children 


The  Department  of  Otolaryngology  and  Pediatrics  of  the  University  of  Pittsburgh  School  of 
Medicine  will  present  its  Tenth  Annual  Symposium  EAR,  NOSE,  AND  THROAT  DISEASES 
IN  CHILDREN:  A 1983  UPDATE  including  the  most  recent  results  of  the  Pittsburgh  and 
Boston  studies  of  ear  and  sinus  disease  and  tonsillectomy  and  adenoidectomy.  The  symposium 
is  scheduled  for  December  10-14,  1983,  in  Palm  Beach,  Florida.  The  course  objective  is  to 
update  and  review  your  knowledge  of  the  diagnosis  and  management  of  ear,  nose,  and 
throat  diseases  encountered  in  your  treatment  of  children.  Participants  will  be  eligible  for 
17  hours  of  CME  credits.  Registration  fee  is  $250  for  physicians  and  $185  for  residents. 
Contact:  Department  of  Otolaryngology,  Children’s  Hospital  of  Pittsburgh,  125  DeSoto  Street, 
Pittsburgh,  Pennsylvania  15213.  Telephone:  (412)  647-5465. 


Sexually 

Transmitted 

Diseases 


The  Honolulu  Medical  Group  Research  and  Education  Foundation  is  sponsoring  a continuing 
medical  education  program  entitled  SEXUALLY  TRANSMITTED  DISEASES.  The  program 
is  scheduled  for  December  13-16,  1983,  at  the  Prince  Kuhio  Hotel  in  Honolulu,  Hawaii. 
Participants  in  the  program  will  be  eligible  for  16  hours  of  credit  in  Category  I.  Contact: 
Yvonne  Brewer,  M.P.H.,  Education  Director,  The  Honolulu  Medical  Group  Research  and 
Education  Foundation,  550  S.  Beretania  Street,  Honolulu,  Hawaii.  Telephone:  (808)  537- 
2211. 


The  Johns  Hopkins  School  of  Medicine  is  sponsoring  a continuing  education  series  for  the 
practicing  physician,  THE  JOHNS  HOPKINS  MEDICAL  GRAND  ROUNDS.  Each  month 
from  September  through  June,  this  accredited  audiovisual  subscription  program  will  include 
discussions  of  four  interesting  cases  or  topics  derived  from  Grand  Rounds  and  other  clinical 
conferences.  The  monthy  package  will  include  a Syllabook  containing  the  selected  case 
histories,  visual  aids,  summary  of  the  discussions,  and  brief  up-to-date  bibliographies.  The 
package  also  includes  two  audiocassettes,  a self-grading  quiz,  and  optional  slides.  The  series 
is  approved  for  40  AMA  Category  I credits  per  year.  Contact:  The  Johns  Hopkins  University 
School  of  Medicine,  Office  of  Continuing  Education,  720  Rutland  Avenue,  Baltimore,  Mary- 
land 21205.  Telephone:  (301)  955-3988. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson  R.N. 

ELECTROIOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 


Johns  Hopkins 
Grand  Rounds 
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RECENT  DEVELOPMENTS  IN  MANAGEMENT  OF  LOW  BACK  PAIN 


Most  lower  back  pain  syndromes  involve  a 
degree  of  arthritis  (ie,  joint  inflammation),  but 
pinpointing  the  type  and  location  has  always 
been  problematic.  Several  major  advances  to- 
wards this  goal  have  evolved  in  this  country 
during  the  past  few  years. 

First  and  most  important  was  the  approval 
of  a water-soluble  contrast  material  for  myelog- 
raphy, metrizamide,  which  not  only  has  greatly 
expanded  physicians’  ability  to  more  accurately 
diagnose  spinal  conditions,  but  has  also  made 
the  procedure  easier  on  the  patient,  with  less 
morbidity.  Simultaneously,  CT  scanning  was 
rapidly  improving  and,  to  a great  degree,  has 
overshadowed  the  arrival  of  metrizamide,  having 
the  additional  advantage  of  being  noninvasive. 

The  two  procedures  are  sometimes  combined 
for  even  further  clarity,  but  myelography  is  still 
a hospital  procedure,  whereas  scanning  alone 
can  be  done  as  an  outpatient  with  virtually  no 
inconvenience  to  the  patient  other  than  the  loss 
of  time  involved.  Neither  of  these  procedures 
is  a panacea;  they  should  be  ordered  only  after 
more  traditional  methods  of  diagnosis  and  treat- 
ment have  been  performed.  CT  scanning  is 
expensive  and  often  is  not  very  helpful  if  an 
unexpected  pathology  is  not  delineated. 

As  with  myelography,  the  lumbar  spine  is 
scanned  only  when  there  is  a reason  to  suspect 
it  will  show  an  abnormality,  not  just  to  prove  that 
the  spine  is  normal.  Scanning  is  very  helpful 

•Located  at  234  Philadelphia  Pike,  Wilmington,  Delaware  19809. 
Telephone  (302)  764-8254,  762-4942.  Delaware  physicians  outside 
the  Wilmington  calling  area  may  dial  toll  free  1-800-292-9599. 
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lamchi,  M.D.;  David  C.  Stephens,  Sr.,  M.D.;  Errol  Ger,  M.D., 
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in  cases  of  spinal  stenosis,  spur  encroachment 
from  the  facet  joints,  spondylolisthesis,  and  disc 
rupture,  and  with  fractures  that  are  causing  cord 
or  root  compression.  The  procedure  should  not, 
however,  be  ordered  as  a routine  in  the  workup 
of  back  pain.  Morrow  states  it  more  succinctly: 
“CT  scans  should  be  ordered  only  for  patients 
who  are  potential  surgical  candidates  clinically.”1 

Just  as  diagnostic  options  have  been  broadened, 
so  too  have  the  therapeutic.  Chemonucleolysis 
using  Chymodiaotin®  has  finally  been  approved 
by  the  FDA.  The  injection  of  this  enzyme  into 
the  offending  disc  has  been  well  documented 
in  other  countries  where  it  has  been  found  to 
result  in  long  term  results  similar  to  surgery, 
with  the  additional  advantage  of  avoiding  the 
scar  on  the  patient’s  back.  It  does  not,  however, 
increase  the  number  of  patients  whose  leg  pain 
can  be  relieved;  chemonucleolysis  is  an  alterna- 
tive to  surgery,  but  the  patient  pool  is  olinically 
the  same  as  before. 

As  in  other  areas  of  arthritis,  the  management 
of  low  back  pain  and  leg  pain  has  dramatically 
changed  in  the  past  two  decades.  Total  joint 
replacements  were  unknown  in  this  country  only 
20  years  ago.  They  are  now  commonplace  and 
have  proven  to  be  of  great  benefit  in  relieving 
pain  and  suffering. 

Patients  suffering  from  painful  arthritic  syn- 
dromes can  expect  further  great  advances,  but 
it  must  also  be  kept  in  mind  that  these  new 
techniques  are  not  panaceas  and  nothing  has 
supplanted  the  use  of  good  clinical  judgment  in 
their  application. 
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If  You're  an  M.D. 
withaP.C, 
you  could  lose  up  to 
$15,000  per  year 
through  TEFRA. 


TEFRA  stands  for  the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982  that  recently  was 
adopted  as  law  by  Congress.  And,  if  your  practice 
operates  as  a professional  corporation,  TEFRA 
will  effect  the  amount  of  income  you  can  defer  from 
taxes.  For  example,  the  professional  corporation’s 
maximum  defined  contribution  to  a standard  pen- 
sion plan  under  TEFRA  rules  has  been  reduced 
from  $45,475  to  $30,000.  That’s  just  part  of  the 
new  law;  every  physician  with  a qualified  pension 
plan  is  going  to  question  the  value  of  his/her  PC 
and  the  loss  of  that  $1 5,475  tax  deferment. 

Tycor  has  answers  for  the  doctor  who  wants  to 
know  about  TEFRA’s  effects  and  about  methods 
of  recovering  that  lost  tax  deferment.  Working 
through  your  accountant,  we  employ  our  Tycor 
TEFRA  Analysis  Program  to  analyze  your  present 
situation,  determine  how  your  present  qualified 
retirement  plan  is  affected  by  TEFRA,  and  project 
the  benefits  configuration  which  will  give  you 
maximum  tax  deferment  under  TEFRA  rules. 

The  Tycor  TEFRA  Analysis  is  an  in-depth  actu- 
arial study  that  was  developed  specifically  for 
medical  practices  that  operate  as  professional 
corporations. 


Tycor  specializes  in  benefits  analysis  and 
retirement  plan  administration  for  health  care 
professionals,  but  we  work  only  through  the 
recommendation  of  your  accountant.  If  you  are  a 
doctor  with  a professional  corporate  practice,  ask 
your  accountant  about  the  Tycor  TEFRA  Analysis 
Program.  If  your  accountant  doesn’t  know  about 
Tycor,  have  him/her  call  our  President,  Harry  Tyler, 
at  (302)  655-2900. 
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Benefits  Analysis  and  Administration  for  Health 
Care  Professionals  • Newtown  Square,  PA 

Phone:  (302)  655-2900  or  (215)  353-3010 


President's  Page 


FAR-FETCHED???  - DON'T  COUNT  ON  ITU! 

January  1, 1985 

Dear  Dr.  Anyone: 

Your  request  for  renewal  of  your  hospital  privileges  has  been  carefully  con- 
sidered by  the  Credentials  Committee.  First,  let  me  say  that  you  have  been  a 
great  asset  to  this  institution  throughout  your  20  years  of  association.  Your  pa- 
tients, in  our  opinion,  have  always  received  the  best  quality  care.  You  have 
attended  all  your  required  clinics,  staff  and  departmental  meetings,  and  many 
other  committee  meetings;  and  have  been  a great  contributor  to  these  meetings 
and  our  growth  and  maturity  as  an  institution.  Furthermore,  you  have  been 
exemplary  in  your  record  keeping  and  have  never  been  sued  for  malpractice. 
You  also  have  maintained  a good  relationship  with  your  peers  and  other  hospital 
professionals.  Finally,  I must  point  out  that  your  type  of  practice  has  been  a 
strong  financial  asset  to  our  hospital  because  your  cases  have  been  complicated 
and  have  produced  significant  income  to  us,  helping  to  defray  many  other  cases 
that  ivere  unable  to  pay  their  full  share. 

1 regret,  however,  to  inform  you  that  your  hospital  privileges  will  not  be  re- 
newed because  since  October  1,  1983,  when  this  institution  began  receiving 
payment  for  Medicare  and  Medicaid  patients  based  on  DRGs  (Diagnosis  Related 
Groups),  we  find  that  we  cannot  AFFORD  you  anymore.  Total  costs  on  your 
cases  have  exceeded  income  by  an  average  of  33%.  It  is  obvious  that  this  insti- 
tution cannot  continue  to  have  physicians  on  our  staff  who  are  not  cost  effective 
and  who  run  a deficit  operation. 

Please  accept  again  our  thanks  for  all  your  previous  efforts  and  contributions 
to  this  institution.  It  is  only  because  of  conscientious,  dedicated  physicians  like 
you  that  we  have  become  the  best  hospital  in  this  region. 

Sincerely, 

I.  B.  U.  Farewell,  M.D. 

Vice  President,  Medical  Affairs 

Far-fetched? — Not  at  all!  Such  scenarios  may 
very  well  start  occurring  all  over  the  country  in 
the  near  future. 

The  Medical  Society  of  Delaware  is  attempt- 
ing to  deal  with  potential  problems  such  as  this 
in  advance.  I have  appointed  Albert  Gelb, 

M.D.,  as  chairman  of  an  ad  hoc  committee  on 
physician-hospital  relationships.  This  committee 
has  as  its  first  goal,  the  charge  of  contacting 


every  hospital  in  this  state  to  set  up  a strong 
medical  society-hospital  relationship  in  dealing 
with  DRGs  and  related  problems. 


Ignatius  J.  Tikellis,  M.D. 
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How  can  you  cut  the  cost 
of  your  health  insurance 
without  sacrificing 
your  benefits? 


COMPREHENSIVE 
MAJOR  MEDICAL. 


Comprehensive  Major  Medical  (CMM)  is  a new  product  from 
Blue  Cross  & Blue  Shield  of  Delaware  designed  to  meet  the 
cost-containment  needs  of  the  members  of  the  Medical  Society 
of  Delaware. 

CMM  combines  a front-end  deductible  with  an  80/20 
coinsurance  corridor,  an  out-of-pocket  maximum,  and  a lifetime 
maximum  that  offers  incentives  for  lower  utilization  rates  and, 
most  importantly,  lower  premiums.  CMM  offers  either  a $1,500 
or  a $750  deductible.  The  higher  the  deductible,  of  course,  the 
lower  the  premium. 

Comprehensive  Major  Medical  is  available  to  new  members  of 
the  Medical  Society  at  anytime.  Existing  members,  however, 
may  switch  on  the  anniversary  date- -June  1.  For  those  who 
prefer  first-dollar  coverage,  Blue  Cross  & Blue  Shield  of 
Delaware  continues  to  offer  the  fine  Comprehensive  100  and 
Coop  80  products. 

Blue  Cross  & Blue  Shield  of  Delaware  can  provide  you  with 
health  insurance  coverage,  whatever  your  needs  are.  By  offering 
such  a variety  of  products,  we  reinforce  our  commitment  to 
providing  the  finest  services  to  the  members  of  the  Medical 
Society  of  Delaware. 

For  more  information  about  Comprehensive  Major  Medical, 
Comprehensive  100  and  Coop  80,  contact  Mrs.  Katie  Newell  of 
the  Medical  Society  of  Delaware  at  652-6512. 

Blue  Cross 
Blue  Shield 
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MALIGNANT  HYPERTHERMIA:  A CASE  REPORT 
AND  GENERAL  OVERVIEW 
OF  AN  ANESTHESIA  EMERGENCY 

S.  Ahmed  Madani,  M.D. 
Morad  S.  Madani,  B.A. 


Introduction  and  Historical  Background 

Malignant  hyperthermia  (MH)  is  a chemically 
triggered,  genetic  myopathy  usually  with  an 
onset  of  explosive  suddenness.  It  may,  however, 
also  begin  slowly  and  then  progress  rapidly  if 
the  initial  symptoms  are  not  treated.  Unlike 
typical  fever  in  which  the  hypothalamus  is  the 
source  of  the  temperature  elevation,  fever  in 
MH  is  created  by  the  chaotic  chemical  reactions 
in  skeletal  muscle  throughout  the  body.  Other 
characteristics  of  MH  in  addition  to  hyperpy- 
rexia include  metabolic  and  respiratory  acidosis, 
arrhythmia,  hyperkalemia,  and  myoglobinuria. 

Although  malignant  hyperthermia  has  occur- 
red since  the  introduction  of  general  anesthesia, 
it  was  not  until  1960  that  it  was  recognized  as 
a true  disease  entity  by  M.  A.  Denborough.  Prior 
to  this  date,  MH  was  ascribed  to  such  causes  as 
“allergic  reaction  to  anesthesia,”  “ether  fever,” 
or  “ether  convulsion.” 

The  first  documentation  of  malignant  hyper- 
thermia in  the  United  States  was  reported  in 
1963  by  W.  G.  Locker,  an  anesthesiologist  in 
Wausau,  Wisconsin.1  The  index  case  was  a 
pregnant  woman  who  asked  to  be  given  spinal 
anesthesia  for  her  delivery,  as  several  close  rela- 
tives had  died  while  receiving  general  anesthesia 
or  soon  after.  Though  Dr.  Locker  did  not  share 
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her  concern,  he  nevertheless  proceeded  with 
spinal  anesthesia.  The  delivery  was  completed 
without  trouble.  Several  months  later,  a healthy 
young  woman  in  Dr.  Locker’s  routine  schedule 
required  minor  surgery.  Shortly  after  induction 
of  anesthesia,  the  patient  developed  marked 
tachycardia,  flushed  hot  skin,  and  spontaneous 
hyperventilation.  In  the  ensuing  minutes,  her 
condition  deteriorated  rapidly  into  cardiac  arrest 
and  death.  Just  prior  to  cardiac  arrest,  her 
temperature  was  recorded  at  at  least  108°F, 
running  off  the  rectal  thermometer’s  register. 
Investigation  into  this  seemingly  inexplicable 
death  revealed  that  the  deceased  was  the  sister 
of  the  pregnant  woman  who  had  feared  general 
anesthesia.  Research  in  the  literature  brought 
Dr.  Locker  in  contact  with  Dr.  Denborough  of 
Melbourne,  Australia,  which  led  to  recognition 
of  MH  in  this  country. 

Despite  its  rarity  (1:10,000  in  children  and 
1:50,000  in  adults),  malignant  hyperthermia 
ranks  first  among  feared  anesthesia  complications. 
The  mortality  rate  in  untreated  patients  is  as 
high  as  70%  .2’3  As  MH  is  anesthesia-induced, 
the  anesthesiologist  is  most  often  the  first  to 
initiate  treatment.  However,  because  major  com- 
plications such  as  consumption  coagulapathy, 
rhabdomyolysis,  renal  failure,  brain  damage, 
cardiac  arrhythmias,  and  pulmonary  edema  are 
frequent  sequellae,  many  medical  subspecialties 
may  become  involved  in  caring  for  these  patients. 
In  this  paper  we  hope  to  make  this  lethal  condi- 
tion better  noted,  and  thus  make  physicians 
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better  prepared  to  cope  in  the  short  time  MH 
takes  to  strike. 

Case  Report 

In  January  1983,  a 14-year-old  white  male  was 
admitted  to  The  Wilmington  Medical  Center 
with  a penetrating  eye  wound.  This  was  his 
first  hospital  admission;  the  pre-anesthetic  work- 
up revealed  no  remarkable  medical  abnormalities 
and  no  previous  major  medical  problem.  Fol- 
lowing the  usual  procedure  for  a patient  of  his 
age  and  health,  and  considering  that  the  eye  was 
irreparably  damaged  and  the  patient  had  eaten 
four  hours  prior,  the  administered  general  anes- 
thesia included  sodium  thiopental  for  induction; 
succinylcholine  (a  shortacting  depolarizing  mus- 
cle relaxant)  to  facilitate  tracheal  intubation 
and  enflurane  ( difluoromethyl  ether ) for  main- 
tenance. 

Anesthesia  proceeded  quite  uneventfully  dur- 
ing the  first  two  hours  and  45  minutes  of  sur- 
gery, with  blood  pressure  ranging  around  120/ 
60;  pulse  of  100;  and  respiration,  assisted  by 
hand,  at  a spontaneous  rate  of  16  per  minute. 
Other  monitoring  modalities  revealed  normal 
sinus  rhythm  on  ECG,  and  skin  temperature 
via  “Temp  a-Strip”  of  98°F.  However,  in  the 
final  15  lutes  of  surgery,  as  the  last  sutures 
were  being  applied,  the  patient’s  pulse  rate  in- 
creased to  140,  blood  pressure  elevated  to  140/ 
65,  and  body  temperature  rose  to  at  least  102° 
F (the  maximum  registered  by  Temp-a-Strip). 
The  patient  simultaneously  developed  marked 
hyperventilation  and  tachycardia,  and  his  skin 
became  warm  and  flushed,  with  profuse  per- 
spiration. 

The  inhalation  agents  wer  discontinued  im- 
mediately and  the  patient  was  hyperventilated 
with  100%  oxygen,  while  surface  cooling  was 
started  by  applying  multiple  plastic  bags  filled 
with  ice.  Sodium  bicarbonate  (22.4  mEq)  was 
also  given  intravenously.  While  these  measures 
were  continued,  the  patient  was  transferred  to 
the  intensive  care  unit.  Note  that  all  the  above- 
listed  metabolic  changes  occurred  in  a period 
of  less  than  15  minutes. 

Though  the  patient  had  already  received  one 
ampule  of  NaHC03  and  the  application  of  ice 


bags  to  all  parts  of  the  body  was  maintainec 
during  transfer,  his  rectal  temperature  upoi  Ip 
arrival  to  the  ICU  was  106°F  and  the  ABG  re  pi 
port  revealed  pH-7.101,  P02-255,  HC03-24.!i  Is*] 
PC02  - 85.7,  while  receiving  100%  oxygen.  Ir  st 
the  ICU,  the  patient  was  given  60  mg  dantrolera  ® 
sodium  intravenously  (1  mg/kg);  additional 
sodium  bicarbonate  was  given,  and  his  fluid  in- 1 sto 
take/output  as  well  as  ECG,  temperature,  and  I in 
other  modalities  were  closely  monitored.  The  \] 
patient  was  put  on  a hypothermia  blanket  to  sup-  (| 
plement  surface  cooling  by  ice. 

j( 

During  the  next  hour,  pulse  rate  and  body 
temperature  slowly  decreased.  Then  214  hours 
later,  his  temperature  started  climbing  again, 
reaching  101. 8°F.  In  response,  dantrolene  sodium 
was  given  IV  (0.5  mg/kg).  Other  laboratory 
results  obtained  in  the  ICU  included  CPK  of 
1200  units,  alkaline  phosphatase  of  398  units, 
and  potassium  of  6.2  mEq/1.  Twenty-four  hours 
later  the  patient  was  considered  stable  enough  to 
be  discharged  from  the  ICU  and  was  trans- 
ferred to  the  floor. 

Etiology  and  Pathophysiology  of  Malignant 
Hyperthermia 

The  rostral  portion  of  the  hypothalamus  has 
an  inhibitory  function  that  suppresses  heat  pro- 
duction. Any  mechanical  or  chemical  assault 
on  the  hypothalamus  can  therefore  lead  to  severe 
hyperthermia.  In  contrast  to  typical  febrile 
illnesses,  centrally  inhibited  elevation  of  body 
temperature  is  not  the  source  of  fever  in  malig- 
nant hyperthermia.  Rather,  elevation  of  temper- 
ature in  MH  originates  from  pathological  meta- 
bolic changes  that  take  place  peripherally  in  the 
body,  particularly  in  the  skeletal  muscle. 

The  exact  etiology  of  malignant  hyperthermia 
still  remains  something  of  a mystery.  It  is  known 
that  the  clinical  features  of  MH  are  produced 
by  an  excess  of  Ca++  ions  in  the  myoplasm,  yet 
the  mechanism  by  which  the  calcium  level  is 
raised  and  the  nature  of  the  abnormality  in  the 
muscle  membrane  have  not  been  fully  explained. 
Fortunately,  the  various  metabolic  and  chemical 
changes  that  take  place  in  MH  can  still  be  under- 
stood and  acted  upon.  A short  review  of  the 
mechanism  of  muscle  contractions  will  facilitate 
that  understanding. 
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As  electrical  impulses  reach  the  neuromuscular 
junction,  acetylcholine  is  released  from  the  neu- 
ron terminal.  This  activator  causes  depolariza- 
tion of  the  muscle  cell  membrane  and  allows 
sodium  and  calcium  ions  to  cross  into  the  cell, 
while  potassium  ions  move  out.  The  minute 
amounts  of  admitted  Ca++  then  trigger  the  re- 
lease of  massive  amounts  of  additional  calcium 
stored  in  the  sarcoplasmic  reticulum  (SR).  These 
ions  bind  to  the  troponin  and  activate  myosin 
ATPase,  which  in  turn  catalyzes  the  breakdown 
of  ATP  to  ADP,  free  energy,  and  heat.  The 
free  energy  is  used  in  the  process  that  draws  the 
actin  molecules  in  among  the  myosin  strands, 
shortening  the  muscle  fibril  and  thus  contracting 
the  muscle.  The  overall  mechanism  is  known 
as  Excitation-Contraction  Coupling  (E-C  Cou- 
pling). Then,  as  the  acetylcholine  is  destroyed  by 
plasma  cholinesterase,  the  cell  membrane  regains 
its  original  electrical  potential,  pumping  the  ex- 
cess Na+  and  some  Ca++  out  of  the  cell.  The 
sarcoplasmic  reticulum  reclaims  the  remaining 
calcium,  and  a period  of  muscle  relaxation  en- 
sues. 

If,  as  is  probably  the  case  for  malignant  hyper- 
thermia, there  is  a structural  defect  in  the  sar- 
coplasmic reticulum,  then  the  calcium  pump 
within  the  SR  is  not  able  to  reabsorb  the  Ca++. 
Consequently,  with  high  levels  of  calcium  ion 
still  free  within  the  cell  membrane,  the  muscle 
remains  in  a prolonged  state  of  contracture.  In 
such  a pathological  condition  where  there  is  an 
interruption  in  the  calcium  pump,  the  Ga++-pro- 
moted  ATP-breakdown  proceeds  indefinitely, 
leading  to  excessive  production  of  heat,  acceler- 
ated oxygen  consumption,  increased  C02  pro- 
duction, and  metabolic  as  well  as  respiratory  aci- 
dosis. 

ATP  is  essential  to  muscle  relaxation  as  well 
as  contraction,  by  providing  energy  to  separate 
the  myosin  and  actin  filaments  from  each  other. 
Since  the  ATP  has  been  depleted,  allowing  elec- 
trolytes to  flow  across  the  cell  membrane,  an  ir- 
reversible process  takes  place  in  the  cell.  Rup- 
ture of  the  cell  membrane  ( rhabdomyolysis ) with 
myoglobulinemia  and/or  myoglobulinuria  may 
occur. 

Diagnosis 

Among  the  characteristics  of  malignant  hyper- 


thermia are  tachycardia,  hyperventilation,  hy- 
poxemia, hyperthermia,  and  metabolic  acidosis. 
Malignant  hyperthermia  almost  always  occurs 
during  general  or  local  (amide-derivative)  anes- 
thesia and  often  leads  to  major  irreversible  sys- 
temic damage,  cardiac  arrest,  and  death.  Intra- 
operative signs  of  MH  include:  trismus  or  rigid- 
ity following  succinylcholine  injection  for  endo- 
tracheal intubation,  tachycardia  of  unaccount- 
able origin,  arrhythmia,  unstable  blood  pressure, 
cyanosis,  ( despite  high  Flo2 ) , fever  ( a tempera- 
ture elevation  of  1 C per  each  5 minutes  is 
typical),  and  profuse  sweating. 

Laboratory  data  may  reveal  high  PC02,  up  to 
150-200  torr,  despite  marked  hyperventilation; 
marked  acidosis  (respiratory  and  metabolic) 
with  pH  as  low  as  6.8, 4 higher  than  expected  end 
tidal  PCOo,  due  to  increased  C02  production, 
elevated  serum  potassium  ( an  initial  increase  in 
total  plasma  calcium,  followed  by  a precipitous 
drop)  CPK  level  rising  as  much  as  100-fold  or 
more  above  normal  ( CPK  level  as  high  as  42,000 
units  has  been  reported"’ ) ; myoglobinulinuria  and 
myoglobulinemia. 

The  appearance  of  trismus  following  succinyl- 
choline injection  for  tracheal  intubation  is  a sig- 
nificant indicator.  Nelson,  Relton,  and  a host 
of  others  recommend  that  during  elective  general 
anesthesia,  if  the  patient  develops  a tight  jaw 
following  the  initial  dose  of  succinylcholine,  the 
procedure  might  be  better  postponed  and  the 
patient  placed  under  close  observation.  The 
physician  should  check  CPK  enzyme  levels;  do  a 
thorough  history  and  physical  examination,  and 
if  the  results  are  positive,  proceed  with  a muscle 
biopsy.4’6 

Treatment 

Dantrolene,  the  most  effective  drug  in  the 
treatment  of  malignant  hyperthermia,  was  origi- 
nally thought  to  be  an  antibiotic,  but  testing 
revealed  that  laboratory  animals  developed 
marked  muscle  weakness  from  it.  Further  in- 
vestigation showed  it  to  be  a direct-acting  skele- 
tal muscle  relaxant.  Dantrolene  dissociates  E-C 
Coupling  in  the  muscle  by  inhibiting  the  release 
of  Ca++  ions  in  the  SR.  In  therapeutic  doses 
dantrolene  has  no  appreciative  effect  on  cardiac 
or  smooth  muscles.3  Before  the  availability  of 
dantrolene,  the  emphasis  in  treatment  was  mainly 
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on  reducing  the  body  temperature  by  any  and  all 
means,  as  for  example  through  surface  cooling 
by  ice,  immersion  in  an  ice  tub,  infusion  of  iced 
solutions,  and  gastric  and  colonic  irrigation  with 
iced  solutions.  Even  cooling  via  cardio-pulmon- 
ary  bypass  has  on  one  occasion  been  attempted.7 
But  when  malignant  hyperthermia  so  suddenly 
appears,  one  finds  oneself  unprepared  to  take 
all  these  numerous  steps.  The  only  practical 
venue  might  be  surface  cooling  with  ice  bags, 
perhaps  supplemented  by  an  iced  IV  fusion  as 
well. 

It  must  be  remembered,  however,  that  eleva- 
tion of  temperature  is  a late-occurring  symptom. 
Consequently,  proper  action  should  proceed  in 
the  following  order: 

1.  Discontinue  the  triggering  agent; 

2.  Hyperventilate  the  patient  with  100%  oxygen; 

3.  Initiate  cooling; 

4.  Administer  dantrolene  IV,  starting  at  1 mg/ 
kg  and  concentrating  up  to  a maximum  of 
10  mg/kg,  or  until: 

a.  Heartbeat  starts  to  slow  down, 

b.  Heart  rate  and  rhythm  stabilize, 

c.  Body  temperature  decreases, 

d.  Muscle  tone  slackens; 

5.  Abort  surgery  as  soon  as  possible; 

6.  Monitor  urine  output  for  volume  and  myo- 
globulinuria;  and 

7.  Administer  furosemide  or  mannitol. 

Immediate  action  is  of  paramount  importance. 

Screening 

Any  patient  who  receives  general  or  local 
anesthesia  may  be  a malignant  hyperthermia 
suspect.  Yet,  there  are  some  demographic  con- 
centrations among  MH  victims  that  encourage 
the  physician  to  take  special  care  with  certain 
patients.  Susceptibility  has  been  linked,  albeit 
marginally,  to  age  ( two  thirds  are  between  three 
years  and  30  years  of  age),  sex  (the  male: female 
ratio  is  2:1),  and  ethnic  group  (most  commonly 
occurs  in  Caucasians).8 

Malignant  hyperthermia  is  genetically  trans- 
mitted, generally  by  an  autosomal  dominate 


gene.  A second  species  of  malignant  hyper- 
thermia apparently  has  an  autosomal  recessive 
inheritance  pattern,  and  is  associated  with  cer- 
tain manifest  congenital  abnormalities.  King 
and  Denborough  describe  a small  group  of  boys 
who  contracted  MH,  who  also  suffered  in  com- 
mon from  various  anomalies  including  short 
stature,  hypoplasia  of  the  mandible  and  molar 
bones,  undescended  testicles,  ptosis,  hyphosis, 
and  lordosis.9  A careful  family  history  should 
be  obtained  from  all  patients  prior  to  the  ad- 
ministration of  anesthesia.  This  should  include 
such  questions  as:  Have  you  ever  had  anesthesia 
or  surgery?  Did  you  encounter  any  difficulties 
with  these?  Did  you  contract  jaundice  or  fever 
after  the  anesthesia?  Has  any  member  of  your 
family  had  difficulty  with  surgery  or  anesthesia?10 

Aside  from  a questionable  family  background, 
a potential  malignant  hyperthermia  patient  may 
also  have  various  minor  myopathies,  including 
hernia,  ptosis  and/or  strabismus,  kyphoscoliosis, 
increased  muscle  bulk,  or  frequent  cramping.11 

The  available  clinical  tests  for  screening  malig- 
nant hyperthermia  patients  are: 

1.  Platelet  aggregation  — Malignant  hyperther- 
mia is  believed  to  be  a disorder  of  intracellular 
calcium  homeostasis.  Since  platelets  are  the 
only  nonmuscle  cells  that  show  contractile  prop- 
erties and  contain  actin,  myosin,  and  tropomyo- 
sin molecules,  it  had  been  suggested  that  meas- 
urement of  ATP  levels  in  platelets  as  well  as 
platelet  aggregation  when  exposed  to  ADP  and 
epinephrine  could  be  considered  a valuable  non- 
invasive  tool  for  the  diagnosis  of  malignant  hy- 
perthermia.12 However,  Kaplan  in  his  recent 
paper  has  rejected  the  value  of  this  test.13 

2.  Muscle  biopsy  — This  requires  a 1 cm  x 5 cm 
strip  of  quadriceps  of  trapezius  muscle  of  a thick- 
ness approximately  equal  to  half  of  an  adult 
thumb.  The  muscle  strips  are  then  exposed  in 
vitro  to  caffeine  and/or  halothane,  and  the  con- 
traction response  is  measured.  The  muscle 
fibers  of  MH-susceptible  patients  will  demon- 
strate a much  greater  degree  of  contraction  in 
these  agents  than  normal  muscle  does.14 

Though  tainted  by  the  need  for  potentially 
dangerous  general  anesthesia  ( particularly  a 
worrisome  dilemma  for  the  pediatric  age  group). 
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muscle  biopsy  still  remains  the  most  reliable 
clinical  test  for  the  diagnosis  of  MH.  Of  course, 
a patient  may  still  have  malignant  MH-suscepti- 
bility  despite  a negative  muscle  biopsy;  prudent 
thought  decrees  continued  suspicion  if  other 
indicators  are  positive. 

Anesthesia  for  Individuals  at  Risk 

If  a patient  or  family  is  confirmed  as  MH-sus- 
ceptible,  the  affected  individuals  should  wear 
Medic-Alert  bracelets.  The  physician  should 
discuss  in  full  with  his  confirmed  patients  the 
implications  and  dangers  of  MH. 

According  to  Relton,  “There  is  no  completely 
safe  anesthetic  regimen  for  patients  who  are 
susceptible  to  malignant  hyperthermia.  One  can 
only  select  the  anesthesia  technique  least  likely 
to  trigger  an  adverse  reaction,  monitor  the  pa- 
tient carefully,  and  be  prepared  to  institute 
emergency  measures.”15 

The  recommended  regimen  for  suspected  ma- 
lignant hyperthermia  patients  entails: 

1.  A three-day  prevent  course  of  oral  dantrolene 
while  the  patient  is  in  the  hospital  ( 25  mg  QID 
first  day,  50  mg  QID  second  day,  and  100  mg 
QID  the  day  before  surgery). 

2.  Complete  pre-operative  preparations,  includ- 
ing a thorough  physical  exam  and  lab  work  ( ECG, 
ABG,  CPK,  SGOT,  etc.). 

3.  Adjusted  premedication;  opium  alkaloids  and 
diazepam  are  preferred;  belladonna  derivatives 
should  be  avoided. 

4.  IV  cannulation  (large-bore  needle)  with  ade- 
quate available  supplies  of  laotated  ringers  and 
normal  saline  solution,  to  be  kept  ice-cold  in  the 
refrigerator  on  call. 

5.  The  following  equipment  and  drugs,  to  be 
available  in  the  operating  room:  vapor-free  anes- 
thetic machine  (for  administering  02),  multi- 
channel thermometer,  crushed  ice,  hypothermia 
blanket  on  the  OR  table  (switched  off),  dantro- 
lene sodium,  sterile  water  for  dilution,  sodium 
bicarbonate,  mannitol,  furosemide,  procaina- 
mide, potassium  chloride,  insulin  and  50%  glu- 
cose, heparin,  and  hydrocortisone. 

6.  For  induction  and  maintenance  of  anesthesia, 
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the  use  of  all  potent  inhalation  anesthetics, 
amide-derived  local  anesthetics,  and  depolariz- 
ing muscle  relaxants  must  be  avoided.  If  a muscle 
relaxant  must  be  used,  pancronium  bromide 
(Pavulon)  may  be  given.  The  following  agents 
have  been  considered  safe:  sodium  thiopental, 
diazepam,  droperidol,  fentanyl,  and  nitrous  ox- 
ide.15 

Surgery  must  of  course  be  accomplished  ex- 
peditiously. Conscientious  care  and  observa- 
tion must  be  continued  into  the  recoveiy  room. 
The  patient  may  later  be  discharged  to  the  ICU 
for  additional  monitoring  overnight,  though  no 
sooner  than  four  hours  after  vital  signs  have 
returned  to  near  normal  and  all  laboratory  tests 
ordered  in  the  recovery  room  present  satisfactory 
indications. 

Summary 

Malignant  hyperthermia  is  one  of  the  most 
devastating  sudden  crises  encountered  in  medi- 
cine. It  is  a chemically  triggered  genetic  my- 
opathy that  is  characterized  by  metabolic  and 
respiratory  acidosis,  arrhythmia,  hyperpyrexia, 
hyperkalemia,  myoglobulinuria,  and  frequently 
death.  Malignant  hyperthermia  is  almost  always 
associated  with  inhalation  anesthetics  ( halothane, 
enflurane,  forane ) , local  anesthetics  of  the  amide- 
derivative  family,  and  succinylcholine  (a  muscle 
relaxant).  Malignant  hyperthermia  usually  oc- 
curs either  during  or  within  24  hours  post  anes- 
thesia, though  not  necessarily  during  the  first 
anesthetic  exposure. 

The  fever  in  malignant  hyperthermia  stems 
from  abnormally  accelerated  metabolic  reactions 
in  the  skeletal  muscle;  this  is  fundamentally  dif- 
ferent from  typioal  fever  which  is  controlled  by 
the  hypothalamus. 

Malignant  hyperthermia  strikes  in  approxi- 
mately one  of  every  50,000  adult  anesthesia  re- 
cipients (1:10,00  in  children).  If  not  recognized 
and  treated  promptly,  it  has  a mortality  rate  of 
up  to  70%.  Though  all  categories  of  age,  race, 
and  sex  are  affected,  the  disease  has  been  more 
often  reported  in  young  Caucasian  males.  The 
affected  patients  initially  appear  to  be  in  good 
health,  undergoing  routine  elective  surgery  when 
MH  very  suddenly  appears.  When  more  care- 
fully examined,  however,  these  people  are  usually 
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found  to  be  suffering  from  some  additional  form 
of  minor  subclinical  myopathy. 

Success  in  treatment  depends  on  early  recogni- 
tion and  immediate  action. 
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PUFF  ADDER  BITE:  A CASE  PRESENTATION 


John  A.  Hamby,  M.D. 
Glenn  E.  Graybeal,  M.D. 


Because  poisonous  snakes  are  rarely  encoun- 
tered in  Delaware,  most  physicians  are  not  famil- 
iar with  the  manifestations  and  treatment  of  their 
bites.  A recent  case  is  presented  and  a plan  of 
treatment  for  poisonous  snake  bites  reviewed. 

The  patient,  a 29-year-old  white  male  was  seen 
1 V2  hours  after  being  bitten  by  a Central  African 
puff  adder  on  his  right  thenar  region.  The  victim, 
a collector  of  poisonous  snakes,  complained  of 
swelling  and  pain  in  his  right  arm  and  hand. 

His  past  medical  history  was  unremarkable 
except  for  an  allergy  to  penicillin.  Physical 
examination  revealed  a healthy  appearing  white 
male  with  normal  vital  signs  and  marked  swell- 
ing of  the  right  hand,  forearm,  and  right  bra- 
chium.  Two  punctate  fang  marks  were  present 
on  his  right  thenar  eminence.  No  blisters  or 
extravasation  of  blood  or  fluids  were  noted  in 
the  area  of  the  bite.  There  were  no  petechiae, 
rashes,  or  other  systemic  signs.  Brachial  and 

Dr.  Hamby  is  a third-year  resident  in  Surgery  at  The  Wilming- 
ton Medical  Center. 

Dr.  Graybeal  is  Attending  Surgeon  at  Milford  Memorial  Hospital, 
Milford,  Delaware;  and  former  Chief  Resident  at  The  Wilming- 
ton Medical  Center. 

ACKNOWLEDGMENTS 

The  authors  wish  to  acknowledge  the  help  of  John  Groves,  who 
confirmed  the  identification  of  the  snake  and  supplied  antiserum 
by  personally  transporting  it  to  Wilmington;  Findlay  E.  Russell, 
M.D.,  whom  we  consulted  by  phone;  and  Ruben  Teixido,  M.D., 
who  provided  ongoing  consultation  and  supervision. 


radial  pulses  were  intact;  good  capillary  filling 
was  present  in  the  nailbeds.  Good  motor  func- 
tion of  the  hand  and  arm  were  demonstrated 
with  the  exception  of  a mild  decreased  range  of 
motion  in  his  fingers  secondary  to  edema;  sensa- 
tion was  intact. 

On  admission,  the  patient’s  hemoglobin  was 
16.8  g,  white  blood  cell  count  was  17,000/mm3. 
His  prothrombin  time  was  12  seconds  (normal, 
10-13),  partial  prothrombin  time  was  28  seconds 
(normal,  26-40),  and  SMA-12  was  within  normal 
limits.  Urinalysis  demonstrated  +4  glucosuria 
with  no  red  or  white  cells. 

Consultations  regarding  treatment  were  ob- 
tained with  several  authorities:  Findlay  E.  Rus- 
sell, of  Arizona;  and  Mr.  John  E.  Groves,  of  the 
Philadelphia  Zoo.  Treatment  was  instituted  con- 
sisting of  IV  fluids  at  200  cc/h;  and,  after  an 
initial  test  dose,  specific  antitoxin,  six  vials  IV 
administered  over  15  minutes.  Cefoxitin,  the 
antitoxin,  obtained  from  the  Philadelphia  Zoo, 
was  brought  to  Wilmington  by  Mr.  Groves.  It 
is  an  antivenin  for  African  snakes,  and  is  com- 
mercially available.  The  antivenin  was  begun 
about  2Vi  hours  after  the  bite.  Cefoxitin,  2 g 
IV  every  six  hours;  and  gentamycin,  80  mg  every 
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eight  hours  were  started.  Blood  was  sent  for 
type  and  crossmatching.  Serial  hemoglobin  levels 
were  followed. 

Later  that  evening,  once  the  progressive  edema 
stabilized,  the  arm  was  bent  and  elevated.  Five 
additional  vials  of  antitoxin  were  given,  followed 
by  three  additional  vials  four  hours  later.  Intra- 
venous fluids  and  antibiotics  were  continued  for 
three  days.  The  hemoglobin  level  stabilized  at 
14  g.  The  area  of  swelling  in  the  right  arm  and 
hand  decreased  daily,  and  range  of  motion  slowly 
returned.  The  patient  was  discharged  four  days 
following  admission  without  complication. 

The  snake  was  identified  by  the  patient  and 
later  by  a Philadelphia  Zoo  reptile  handler  as  a 
puff  adder  ( bit  is  arietans),  the  most  poisonous 
of  the  pit  viper  family.  The  natural  habitat  of 
the  puff  adder  is  Central  Africa.1  Adult  snakes 
are  usually  60  to  70  cm  in  length,  and  are  known 
to  attack  handlers  quickly,  accurately,  and  with- 
out warning.  Their  venom  contains  various  pro- 
teases and  phospholipases  which  injure  tissues 
via  local  spread  through  tissue  planes,  and  via 
lymphatics,  causing  local  destruction  of  soft 
tissue.  In  more  severe  bites,  this  results  in  tissue 
edema,  local  bleeding,  and  necrosis.  The  major 
determinant  of  prognosis  is  the  quantity  of  venom 
that  is  injected,  and  the  promptness  of  specific 
treatment. 

Bites  are  categorized  into  two  degrees  of  sever- 
ity.2 The  lesser  bites  involve  pain  and  swelling 
in  the  extremities  near  the  site  of  penetration 
with  occasional  blood  loss  into  the  affected  area. 
More  severe  bites  result  in  local  ecchymosis, 
blistering,  and  hemorrhage  from  the  puncture 
sites,  as  well  as  massive  edema  of  the  extremity 
which  may  extend  into  the  trunk. 

The  enzymatic  action  of  the  venom  causes 
lysis  of  vessels.  Both  bleeding  and  thrombosis 
tend  to  ameliorate  the  systemic  effect  by  local- 
izing the  toxin.  In  contrast  to  other  varieties  of 
poisonous  snake  bites,  systemic  coagulation  and 
neurological  effects  are  not  major  manifestations. 
Unless  frank  necrosis  or  gangrene  complicates  a 
severe  bite,  the  massive  edema  and  muscle  stiff- 
ness produced  usually  resolve  completely.  The 
major  complications  have  been  vascular  collapse 
and  renal  failure  secondary  to  massive  and  rapid 


accumulation  of  fluid  and  blood  in  the  bitten 
extremity. 

Treatment  can  be  divided  into  immediate  first 
aid  and  definitive  treatment.3'4  Immediate  treat- 
ment includes  immobilization,  which  is  important 
to  localize  the  toxin,  and  suction.  One  can  remove 
50%  of  the  venom  if  early  suction  is  begun  with- 
in the  first  five  minutes.  Suction  can  be  per- 
formed using  a rubber  suction  device  made  for 
this  purpose  or,  if  necessary,  sucking  with  one’s 
mouth  (which  our  patient  did  not  do).  This  is 
not  considered  dangerous  if  the  person  adminis- 
tering the  suction  does  not  have  any  lesions  of 
his  own  mucus  membranes.  Incision  at  the 
puncture  site  is  not  advised. 

A tourniquet  is  not  of  benefit  since  venom 
is  locally  destructive  rather  than  systemically 
toxic.  Ice  is  not  thought  to  be  helpful,  serving 
only  to  increase  ischemia.  Elevation  is  of  little 
benefit.  Early  hospitalization  is  important  to 
avoid  hypovolemia  due  to  massive  edema,  and  to 
the  rapid  accumulation  of  fluid  and  blood  in  the 
bitten  extremity.  Hospital  treatment  includes 
early  initiation  of  IV  fluids  and  blood  trans- 
fusions, with  avoidance  of  pressor  agents.  When 
bites  are  severe,  whole  blood  should  be  given 
immediately,  as  hemoglobin  levels  will  not  reflect 
actual  blood  loss.  Specific  antivenin  is  im- 
portant, but  of  lesser  importance  in  puff  adder 
bites  than  in  the  bites  of  many  other  reptiles 
because  of  the  lesser  systemic  effects  of  puff 
adder  venom,  and  the  inability  of  the  antivenin 
to  reach  the  toxin  in  soft  tissues.  Antivenin  should 
be  given  as  soon  as  possible,  but  given  even  if 
delayed  because  benefit  may  still  be  obtained. 
Usually,  one  begins  treatment  with  six  vials  for 
less  severe  bites  and  up  to  20  vials  for  more 
severe  bites.  Because  the  antivenin  is  a horse 
serum,  a test  dose  as  indicated  on  the  product 
instructions  with  usual  precautions  for  anaphy- 
laxis should  be  given  prior  to  the  IV  infusion. 

Broad  spectrum  antibiotics  are  indicated,  as  is 
tetanus  booster,  although  as  with  all  animal  bites,  : j, 
the  incidence  of  tetanus  infection  is  low.  Steroids 
are  of  no  proven  benefit.  Debridement  is  rarely 
needed,  and  should  be  performed  only  if  gross 
necrotic  tissue  needs  to  be  removed.  Amputa- 
tion is  occasionally  required  for  the  most  severe 
bites  complicated  by  gangrene.  Fasciotomy  is 
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not  recommended,  as  it  has  been  shown  that  it 
does  not  improve  circulation  but  causes  pro- 
hibitive increases  in  infection  and  complication 
rate. 

Discussion 

Although  not  native,  exotic  snakes  are  not  un- 
common in  large  communities.  Reptiles  sold  to 
underground  dealers  are  available  rather  readily, 
often  through  the  mail.  Attacks  by  these  ani- 
mals can  be  difficult  to  diagnose  and  treat.  Con- 
sultation must  be  obtained  from  experts  in  the 
field.  ( Table  1 ) Local  zoological  societies  can  be 
of  immense  help  in  giving  treatment  advice  and 
in  helping  to  obtain  antivenin  when  indicated. 
Treatment  must  be  rapid  as  procrastination  may 
result  in  loss  of  life  or  limb.  In  the  case  pre- 
sented, in  which  a patient  was  bitten  by  a puff 
adder,  immobilization  and  early  fluid  trans- 
fusion were  most  important. 

Identification  of  the  offending  reptile  is  of 
priority,  as  the  antivenin  is  derived  from  horse 
serum  and  can  lead  to  anaphylaxis;  therefore, 
! the  rule  of  administering  venom  should  never 
1 be  undertaken  unless  the  antivenin  is  known  to 
l be  specific.  Patients  must  be  maintained  even 
s after  initial  resuscitation,  as  cardiovascular  col- 
1 lapse  can  occur  during  the  ensuing  24  hours. 

TABLE  1 

II.  Philadelphia  Zoo,  Mr.  John  Groves,  (215) 
243-1100  ext.  262/213  Primary  source  of  in- 
formation and  antivenin. 

2.  Miami  Serpentarium,  Bill  Host,  (305)  235- 
5722,  after  6 p.m.— (305)  233-5636  or  235- 
3336. 

33.  Dr.  Findlay  E.  Russell,  Arizona  (602)  626- 
4047  (home)  or  (602)  626-0127. 

44.  Bronx  Zoo  Reptile  House,  9 a.m.  to  5 p.m. 
(212)  220-5042.  After  5 p.m.,  page  Dr.  Warren 
Wetzel,  Consultant  to  Bronx  Zoo,  (212)  220- 
5100.  Office— (2 1 2)  430-8006  or  Jacoby  Hos- 
pital (212)  430-8771. 

5.  Oklahoma  City  Zoo,  (405)  424-3344. 

6.  Oklahoma  Poison  Control  Center,  (405)  271  - 
5454  (24  hours)  Keeps  dated  information  of 
available  antivenin  in  the  US. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


TAX  DEDUCTIBILITY  OF  FRINGE  BENEFIT 
HEALTH  INSURANCE:  GOING,  GOING,  GONE? 

With  general  agreement  that  health  costs  have 
esoalated  disproportionately  in  the  past  twenty 
years,  it  is  inevitable  that  changes  to  the  system 
are  under  consideration.  The  effect  of  the  1965 
Medicare-Medicaid  legislation  has  been  to  shift 
medical  costs  from  the  private  to  public  sector, 
and  the  loudest  complainer  is  the  government. 
Inflation-haters  in  the  federal  government  now 
yearn  to  shift  medical  costs  back  to  the  private 
sector.  The  private  sector,  or  at  least  that  part 
which  can  be  influenced  by  the  insurance  indus- 
try, has  chosen  to  campaign  against  cost-shifting, 
now  that  the  probable  direction  of  shifting  has 
reversed;  their  slogan  is  that  cost-shifting  is  a 
bad  thing. 

Physicians  have  not  entirely  made  up  their 
minds  where  they  stand  in  this  struggle.  It 
would  clearly  be  foolish  to  shoot  Santa  Claus, 
but  many  doctors  quietly  hope  the  government 
will  eventually  recognize  that  the  average  phy- 
sician’s income  has  actually  been  declining  rela- 
tive to  inflation,  whereas  the  real  cost  increases 
being  complained  of  largely  benefit  hospitals, 
or  rather  their  employees,  and  not  most  physi- 
cians. 

If  that  point  gets  recognized,  perhaps  reforms 
of  the  reimbursement  system  will  not  seem  so 
bad  to  doctors.  Most  doctors  are  conservatives, 
and  conservatives  believe  that  since  everyone  is 
hurt  by  inflation,  everyone  should  be  willing  to 
sacrifice  a little  to  avoid  its  rekindling.  Within 
the  profession,  office-based  physicians  have  de- 
rived the  least  benefit  from  the  past  decades  of 
overinsurance  and  therefore  have  less  to  lose  if 
there  is  restraint  of  insurance.  Whether  they 
are  office-based  or  procedure-oriented,  however, 
there  are  many  physicians  who  worry  that  the 


medical  profession  as  a whole  could  be  badly 
harmed  if  desperate  government  initiatives  and 
angry  public  reactions  result  in  making  the  pro- 
fession a scapegoat  for  the  profligacy  of  others. 
At  some  point,  finger-pointing,  ordinarily  in  bad 
taste,  may  become  legitimate  protection  for  our 
reputation.  The  medical  profession,  in  short, 
would  also  like  to  see  something  done  about 
health  care  costs,  so  long  as  it  doesn’t  hurt  too 
much.  Of  all  the  suggested  cost-containment  re- 
forms, the  one  that  would  reduce  the  federal 
deficit  the  most  while  disrupting  the  health  care 
system  the  least  is  also  the  hardest  to  understand. 
The  federal  tax  loss  from  the  present  exemption 
of  employer-paid  health  insurance  premiums  from 
income  tax  is  $37  billion.  This  type  of  exemption 
is  only  part  of  the  growing  national  race  to 
squirrel  25%  or  more  of  salaried  income  into 
fringe  benefits  of  various  sorts  and  thus  escape 
the  Internal  Revenue.  The  self-employed  are 
left  out  of  this  big  tax  shelter,  as  to  some  extent 
are  working  couples,  since  coordination  of  health 
insurance  benefits  cheats  one  of  the  married 
couple  out  of  overlapping  health  insurance  cov- 
erage. 

Physicians  should  be  concerned  about  the 
existence  of  this  strong  incentive  toward  accept- 
ing salaried  employment,  just  as  economists  are 
uneasy  about  its  inhibition  within  the  general 
economy  of  the  entrepreneurial  tradition  of  work- 
ing for  yourself.  To  focus  on  its  resultant  medi- 
cal effects,  the  tax  exemption  of  employer-paid 
health  insurance  premiums  acts  as  an  incentive 
to  purchase  the  wrong  type  of  insurance  (such 
as  first-dollar  coverage,  free  drug  plans,  and 
dental  options,  but  little  catastrophic  coverage). 

The  proposal  to  limit  the  tax-exemption  of 
employer  paid  health  insurance  is  generally  re- 
ferred to  as  the  Stockman-Gephardt  proposal,  al- 
though the  idea  may  have  originated  with  the 
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current  chairman  of  the  Council  of  Economic 
Advisors,  Martin  Feldstein.  Physicians  should 
reflect  on  how  the  least  politically  painful  ap- 
proach to  this  probably  unpopular  proposal  is 
actually  the  most  desirable  one  for  the  health 
care  system  because  it’s  gradual. 

Politicians  like  to  do  things  in  small  incre- 
ments, to  test  reactions  before  they  get  in  too 
deep.  Consequently,  the  present  proposal  is  not 
to  eliminate  tax  exemption  for  all  health  insur- 
ance premiums  ( much  less  even  mention  extend- 
ing the  idea  to  other  components  of  the  fringe) 
but  to  limit  it  to  $1,500  yearly  of  tax  exempt  pre- 
miums. This  limitation  would  force  a general 
reappraisal  of  what  best  to  buy  with  that  much 
premium.  It  will  pay  for  a family  policy  with 
a $500  deductible  and  a $1  million  upper  limit. 
An  individual  could,  of  course,  buy  first-dollar 
coverage  if  he  wanted  to  pay  the  additional  cost. 
But  there  is  no  doubt  that  a general  system  of 
$500  deductible  would  go  a long  way  toward 
reestablishing  a market  system  for  medical  prices 
without  creating  dangerous  financial  vulnera- 
bility for  the  public  or  serious  disruption  of  the 
present  delivery  system. 

And  HMOs?  Well,  HMOs  wouldn’t  compete 
very  well  in  such  an  insurance  climate,  most 
people  will  say.  But  another  way  to  express  the 
same  observation  is  to  say,  maybe  we  physicians 
brought  HMOs  down  on  ourselves  by  our  ready 
acceptance  and  encouragement  of  unlimited, 
first-dollar,  tax-exempt,  cost-reimbursed  health 
insurance. 

George  Ross  Fisher,  M.D. 

Dr.  Fisher,  author  of  The  Hospital  That  Ate  Chicago,  a book  of 
medical  economies;  -and  past-president  of  the  Philadelphia  Medical 
Society,  practices  internal  medicine  in  Philadelphia. 


ERRATA 

Figure  3 in  the  paper  “Modem  Methods  of 
Managing  Insulin-Dependent  Diabetes  Mellitus: 
An  Overview”  by  Vanaja  Ragavan,  M.D.,  which 
appeared  in  the  August  1983  Delaware  Medical 
Journal,  contained  an  error  with  respect  to  the 
types  of  insulin  used  in  several  different  regi- 
mens. A correct  version  of  the  figure  appears 
below.  The  Editor  regrets  the  error. 

FIGURE  3 
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Different  methods  of  subcutaneous  insulin  delivery 

FOR  INTENSIVE  CONVENTIONAL  THERAPY  FOR  INSULIN 
DEPENDENT  DIABETES  MELLITUS. 

Adapted  from:  Skyler  JS . Diabetes  Care.  1981; A: 311-18. 
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LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  Medical  College  and  Hospital 

230  N.  Broad  Street,  Philadelphia,  Pa.  19102 
(215)  448-8063 


CARDIOLOGY  UPDATE  . . . 


IS  DESIGNED  FOR  THE  PHYSICIAN  AND  PROVIDES  AN  INTENSIVE 
SURVEY  OF  THE  CURRENT  STATUS  OF  CLINICAL  CARDIOLOGY  . . . 

WEDNESDAY,  NOVEMBER  2,  198S 

20  minute  lectures  — Questions  and  Answers  (10  minutes) 
MODERATOR:  BERNARD  L.  SEGAL,  M.D. 


CASE  PRESENTATION 
loannis  Panidis,  M.D. 

CLINICAL  MANIFESTATIONS  OF  UNSTABLE  ANGINA 
Stuart  Snyder,  M.D. 

THE  ELECTROCARDIOGRAM  IN  THE  PATIENTS  WITH  UNSTABLE 
ANGINA  PECTORIS 
Gary  J.  Anderson,  M.D. 

CARDIAC  CATHETERIZATION  IN  THE  PATIENTS  WITH  UNSTABLE 

ANGINA  PECTORIS 
Mark  F.  Victor,  M.D. 

COMPARATIVE  CLINICAL  PHARMACOLOGY  OF  BETA-BLOCKERS 
AND  CALCIUM-CHANNEL  BLOCKERS 
Joel  Morganroth,  M.D. 

PANEL  DISCUSSION 


3:00  P.M.— 2nd  FLOOR  NEW  COLLEGE  BUILDING 
HAHNEMANN  UNIVERSITY 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 

CME  Category  I Credits  Certified 
— Wine  and  Cheese  Served  Following  Conference  — 


OWN  YOUR  OWN 
PROFESSIONAL  OFFICE 

IN  BEAUTIFUL  PIKE  CREEK  VALLEY 

Built  by  professionals  for  professionals,  this  new  center  is  under  con- 
struction at  Mermaid  Blvd.  and  Skyline  Drive  with  easy  accessibility,  adjacent 
to  the  Pike  Creek  Valley  Shopping  Center  just  off  Limestone  Road. 

Only  six  units  will  be  available  — from  1400  sq.  ft.  to  1700  sq.  ft.  or  can  be 
combined  for  larger  space  — in  this  all-masonry  modern  facility.  Design  your 
own  office  layout  to  suit  your  needs.  Occupancy  is  planned  for  early  1984. 

Locate  in  the  fastest  growing  area  of  Mew  Castle  County  — the  Pike  Creek 
Valley—  in  the  Pike  Creek  Professional  Center. 

For  More  Information  Call  368-9301 

Pike  Creek 
Professional  Center 


OUR  OWN  INSURANCE 


MEDICAL  SOCIETY  OF  DELAWARE  INSURANCE  SERVICES,  INCORPORATED  (MSDIS) 

A New  Wholly  Owned  Subsidiary 


Ben  Corballis,  M.D. 


At  its  October  meeting,  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware  voted  unani- 
mously to  establish  a wholly-owned  insurance 
brokerage  whose  single  purpose  is  to  serve  the 
insurance  needs  of  its  member  physicians,  their 
families,  and  their  employees.  The  Board  hopes 
to  accomplish  the  following: 

1.  To  develop  additional  sources  of  non-dues 
revenue  that  will  strengthen  the  Society’s 
financial  structure  and  stabilize  dues; 

2.  To  provide  MSD  members  with  a signifi- 
cant service  that,  over  the  long  run,  will 
result  in  lower  net  cost  of  insurance  and 
more  responsive  coverage;  and 

3.  To  create  an  insurance  organization  with  a 
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sole  objective  — to  provide  the  highest 
quality  programs  and  service  to  MSD 
members. 

Having  served  as  Chairman  of  the  Liability 
Insurance  Committee,  and  having  been  chosen 
to  serve  as  its  first  president,  I’d  like  to  review 
some  of  the  most  frequently  asked  questions 
regarding  this  new  activity  of  the  Medical  So- 
ciety of  Delaware. 

WHY  DID  THE  SOCIETY  FORM  MSD 
INSURANCE  SERVICES  (MSDIS)? 

MSD  Insurance  Services  was  formed  for  the 
singular  purpose  of  serving  the  insurance  needs 
of  society  members,  their  families,  and  their 
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employees.  As  sole  owner  of  MSDIS,  the  So- 
ciety, through  its  subsidiary,  will  recapture  sig- 
nificant income  heretofore  paid  to  outside  or- 
ganizations. This  income  will  be  used  to 
strengthen  the  Society’s  financial  structure  and 
stabilize  dues. 

WHAT  SERVICES  WILL  MSDIS  PROVIDE? 

MSDIS  will  operate  as  any  insurance  agency. 
Its  sole  function,  however,  will  be  to  arrange  and 
administer  insurance  for  physician  members  of 
the  Society.  Initially,  this  will  involve  the  so- 
ciety-sponsored professional  liability  program 
as  well  as  an  office  package  through  Pennsyl- 
vania Casualty  Company  (PCC),  a member  of 
the  PHI  CO  Group,  and  the  Blue  Cross-Blue 
Shield  health  plan. 

The  Medical  Society  of  Delaware  Insurance 
Services  will  perform  the  following  services: 

• Represent  individual  member’s  interests  in 
the  PCC  and  Blue  Cross-Blue  Shield  pro- 
grams; 

• Counsel  oolicyholders  on  coverage  and  rat- 
ing matters; 

• Conduct  risk  management  education  pro- 
grams; 

• Negotiate  with  PCC  and  Blue  Cross-Blue 
Shield  to  assure  competitive  rates  and  cov- 
erage; 

• Develop  the  most  responsive  life,  accident, 
health,  property,  and  liability  insurance 
plans;  and 

• Administer  and  market  the  society-spon- 
sored insurance  plans. 

HOW  CAN  SOCIETY  MEMBERS  SUPPORT 
THIS  NEW  VENTURE? 

• First,  by  appointing  MSDIS  as  broker  of 
record  for  PCC  professional  liability  insur- 
ance plan,  a member  can  get  the  new  organi- 
zation off  to  a successful  start.  In  mid-October, 
MSDIS  sent  a letter  to  current  PCC-plan  par- 
ticipants announcing  the  formation  of  the  new 
insurance  brokerage  and  encouraging  them  to 
appoint  MSDIS  as  their  broker  of  record  by 


completing  and  returning  an  enclosed  broker 
appointment  card.  If  a member  did  not  re- 
ceive the  mailing,  he/she  should  call  MSDIS 
at  571-0986  and  ask  for  another. 

• Second,  by  purchasing  coverage  through 
MSDIS,  Society  members  will  be  supporting 
their  society-sponsored  program.  With  broad 
membership  support,  the  individual  plans  will 
attain  a spread  of  risks  that  will  result,  it  is 
hoped,  in  highly  competitive  programs  and 
quality  coverage.  Through  the  power  of  group 
purchasing,  members  will  enjoy  lower  net  in- 
surance cost  over  the  long  term. 

WHAT  IS  THE  FINANCIAL  OUTLOOK 
FOR  MSDIS? 

• MSDIS  fully  expects  to  earn  a profit  in  its 
first  year  of  operation. 

• Income  from  MSDIS  will  accrue  to  the  benefit 
of  the  Society,  as  sole  stockholder  of  the  sub- 
sidiary, and  its  membership. 

• Such  non-dues  related  income  is  the  key  to 
the  long-range  financial  strength  of  the  Society. 

• The  critical  ingredient  is  strong  membership 
support. 

WHO  WILL  MANAGE  THE  NEW 
ORGANIZATION? 

• The  Society  has  retained  the  management 
services  of  a highly  experienced  insurance 
consulting  firm  for  a period  of  at  least  three 
years  to  develop  the  organization:  hire,  train, 
and  supervise  MSDIS  staff;  establish  solid 
administrative  systems  and  procedures;  and 
assist  MSDIS’s  board  in  developing  a sound 
operation.  Individuals  in  our  consultant’s 
firm  have  set  up  and  managed  eight  associ- 
ation-owned professional  liability  companies 
and  four  insurance  companies. 

• Once  the  organization  matures,  MSDIS  will 
assume  full  management  responsibility  for  op- 
eration. 
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WHAT  OTHER  PROGRAMS  WILL 
MSDIS  OFFER? 

• Initially,  MSDIS  will  administer  and  market 
the  PCC  professional  liability  and  office  prop- 
erty/liability program  and  the  health  plan. 

• By  year  end,  MSDIS  hopes  to  assume  respon- 
sibility for  the  remaining  society-sponsored 
plans  including  life,  disability,  accidental 
death  and  dismemberment,  business  overhead 
expense,  and  workers’  compensation. 

• By  1985,  our  objective  is  to  offer  additional 
programs  including  whole  life,  non-cancellable 


disability,  auto,  and  homeowners. 

WHO  ARE  THE  BOARD  MEMBERS 
OF  MSDIS? 

• In  addition  to  myself,  the  board  members  will 
include:  Olin  S.  Allen,  II,  M.D.;  Robert  E. 
Heckman,  M.D.;  Peter  R.  Coggins,  M.D.; 
Philip  L.  Rothbart,  M.D.;  Anne  Shane  Bader, 
MSD  Executive  Director;  and  an  additional 
member  to  be  selected  by  the  Society  Presi- 
dent. 

Physicians  who  have  additional  questions  are 
invited  to  call  the  MSDIS  office  at  571-0986. 


i 


DISCOVER 

RIO  DE  JANEIRO 

and  its  beautiful  attractions 


Eight  days  — Seven  Nights  / January  1 4-22,  1 984 
Price  per  person  — Double  Occupancy  $699 


YOUR  TOUR  PACKAGE  INCLUDES... 

• Convenient  roundtrip  deluxe  motorcoach  trans- 
portation between  Greater  Wilm.  Airport  and  JFK 
International  airport. 

• Roundtrip  Air  transportation  between  JFK  and  Rio 
de  Janeiro 

• U.S.  and  Brazilian  departure  taxes 

• Eight  (8)  days  and  seven  (7)  nights  at  the  beautiful 
Hotel  Nacional  — Rio  (5  star)  located  on  Gavea 
Beach  with  breathtaking  view  of  mountains  and  sea. 


• Brazilian  breakfast  every  day  (usually  consists  of 
tropical  fruit,  juice,  pastry,  eggs  and  meat) 

• City  tour  of  Rio 

• Visit  to  H.  Stern  Gem  Cutting  Factory 

• Welcome  'Batida  Cocktail' 

• "Carioca  Briefing  Party" 

• All  transfers  between  airport  and  hotel 

• Hotel  Taxes  and  services 

• Baggage  handling  throughout  (one  bag  per  person) 

• Professional  tour  escort 


Rio  de  Janeiro  has  it  all!!! 

For  additional  information  call:  Nancy  Gesler 


ADAMS  TRAVEL  BUREAU,  INC.  3206  Concord  Pike,  Wilmington,  DE  19803/(302)478-2525 

*This  is  not  a Medical  Society  sponsored  trip. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis4 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information. 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
influenzae,  andS  pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics.  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
indicate  that  a toxin  produced by  tlostridiumditJicile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  afone.  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation.  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile.  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions— If  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and,  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  eg,  pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clmitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy— Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers — Small  amounts  of  Ceclor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses. 
Average  levels  were  0.18,  0 20,  0.21 . and  0.16  mcg/ml  at  two.  three, 
four,  and  five  hours  respectively.  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor,  Lilly)  is  administered  to  a nursing1  ; 
woman 

Usage  in  Children— Safety  and  effectiveness  of  this  product  for  u 
in  infants  less  than  one  month  of  age  have  not  been  established. 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patient; 
and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either  dun 
or  after  antibiotic  treatment.  Nausea  and  vomiting  have  been  report 
rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5  perce 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  2i ' 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and,  frequently,  fever)  have  been  reported.  The: ! I 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually  j 
occurred  during  or  following  a second  course  of  therapy  with  Cecil  I 
Such  reactions  have  been  reported  more  frequently  in  children  thai 
adults.  Signs  and  symptoms  usually  occur  a few  days  after  initiatic  | 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported.  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophili: 

(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  1C 
patients). 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  elm 
laboratory  test  results  have  been  reported.  Although  they  were  of  I 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT,  SGPT,  or  alkaline  phosphat 
values  (1  in  40). 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  chile': 

(1  in  40) 

Renal — Slight  elevations  in  8UN  or  serum  creatinine  (less  than 
500)  or  abnormal  urinalysis  (less  than  1 in  200). 
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* Many  authorities  attribute  acute  infectious  exacerbation  of  chron  j 
bronchitis  to  either  S.  pneumoniae  or  H influenzae  • 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
cephalosporins  and  should  be  given  cautiously  to  penicillin-alleri 
patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis ; 
rheumatic  fever.  See  prescribing  information. 
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In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules®,  250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 


Letters  to  the  Editor 


SPORTS  MEDICINE  PROGRAM 

To  the  Editor: 

In  order  to  provide  information  to  the  Dela- 
ware medical  community  so  that  they  might  con- 
sider the  nature  of  the  Sports  Medicine  Program 
at  the  University  of  Delaware,  the  following  re- 
port is  submitted. 

Recognizing  that  there  are  sports-specific  ill- 
nesses and  injuries  and  realizing  the  special  needs 
of  the  student  athlete,  the  Administration  of  the 
University  of  Delaware  directed  the  Student 
Health  Service  and  College  of  Physician  Educa- 
tion Recreation  and  Athletics  to  proceed  with  the 
study  anid  development  of  a Sports  Medicine 
Program. 

The  plan  proposed  by  the  joint  committee 
called  for  the  establishment  of  a Sports  Medicine 
Clinic  at  the  University  of  Delaware  Fieldhouse 
to  be  staffed  by  one  full-time  primary  care  phy- 
sician and  one  registered  nurse.  The  physician- 
nurse  team  was  to  have  an  orientation  in  the 
area  of  medical  problems  of  the  athlete,  office 
orthopedics,  and  general  medicine.  Clinic  ser- 
vices were  to  be  linked  to  and  supported  by  the 
existing  staff  and  resources  of  both  units  (x-ray, 
lab,  training  room,  etc. ) . 

The  primary  goals  of  the  Sports  Medicine  Clinic 
are  to  protect  the  health  and  welfare  of  the 
student-athlete,  prevent  and  reduce  the  incidence 
of  sports-related  injuries  and  illnesses,  treat  the 
student-athlete  for  sports-related  and  nonsports- 
related  injuries  and  illnesses,  qualify  or  disqualify 
student-athletes  for  participation  in  intercollegi- 
ate sporting  events,  and  to  continue  the  medical 
education  of  sports  medicine  personnel. 

The  Sports  Medicine  Clinic  renders  care  to  all 
intercollegiate  athletes.  The  services  include  sick 
call  for  acute  or  ohronic  illness,  recent  or  old  in- 
juries, follow-up  care,  supervision  of  rehabilita- 
tion, qualification  or  recertification  for  participa- 
tion, coordinated  efforts  with  the  trainers  to  pro- 


vide coverage  on  the  field,  participation  in  Sports 
Medicine  education  programs,  and  community 
service  such  as  coverage  of  the  recent  Special 
Olympics. 

The  Sports  Medicine  Clinic  is  not  the  only 
University  service  interested  in  health  care  for 
the  student-athlete.  Other  University  profes- 
sionals involved  in  the  care  of  the  student-athlete 
are  the  Student  Health  Service,  trainers,  and 
coaches.  A policy  defining  the  responsibility  of 
each  party  has  been  devised. 

In  regard  to  its  relationship  to  the  medical 
community,  the  Sports  Medicine  Clinic  does  not 
perceive  itself  as  being  in  competition  with  the 
private  sector  but  as  a member  of  the  medical 
team.  Consultations  with  specialists  will  be  ob- 
tained from  physicians  in  the  medical  commun- 
ity as  needed.  As  the  physician  in  charge  of 
the  Sports  Medicine  Clinic,  I would  be  happy  to 
hear  from  community  physicians  at  any  time. 
There  is  practical  and  definite  benefit  to  the 
private  practice  physician,  the  student-athlete, 
and  the  Sports  Medicine  Clinic  in  this  relation- 
ship. The  Sports  Medicine  Clinic  will  do  all  it 
can  to  see  that  a relationship  of  mutual  respect 
continues  to  exist. 

A word  about  the  philosophy  of  the  Sports 
Medicine  program  is  in  order.  Everyone  con- 
cerned is  guided  by  a principle  so  obvious  it 
must  be  stated — “The  athlete  is  more  important 
than  the  game.” 

Joseph  E.  Black,  M.D. 
'>■  tiZ  & 

To  the  Editor: 

A rather  important  error  occurred  in  the  article 
printed  in  the  August  1983  Delaware  Medical 
Journal  (Vol.  55,  No.  8)  on  page  452.  On  this 
page,  the  general  formula  for  Bayes’  theorem 
given  a positive  test  outcome  is  presented.  The 
final  probability,  that  is  the  probability  of  a 
positive  test  for  PE  given  the  absence  of  pul- 
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monary  embolism,  needs  some  notation,  usually 
a bar  over  the  D,  to  indicate  the  absence  of  dis- 
ease. The  same  is  true  for  the  second  term,  the 
probability  of  no  pulmonary  embolism  before  the 
test  is  applied.  This  may  have  confused  some 
of  the  readers. 

The  correct  formula  appears  below. 

P(D/T)  = P(T/D)  P(D) 

P(T/D)  P(D)  + P(T/D)  P(D) 

Where  P(D)  = probability  of  PE  before  test  is 
applied 

P(D)  — probability  of  no  PE  before 
test  is  applied 

P(T/D)  = probability  of  a positive  test 
given  the  presence  of  PE  ( sensi- 
tivity ) 

P(T/D)  = probability  of  a positive  test  for 
PE  given  the  absence  of  PE 
( “false  positive  rate”  = 1 — spe- 
cificity ) 

Herbert  J.  Keating,  III,  M.D. 
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Authoriiod  Ground  Transportation  for  til  Major  Alrlinm 

LIMOUSINES 
TO  OR  FROM 

PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 
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<3021  655-8878 
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DELAWARE  S LARGEST  RADIO  PAGING  SERVICE 
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CONTROL  OF  TUBERCULOSIS  IN  DELAWARE: 
AN  HISTORICAL  PERSPECTIVE  ON  JOINT 
PUBLIC  AND  PRIVATE  INVOLVEMENT 


Charles  M.  Smith,  M.D. 


From  the  time  of  the  first  Swedish  settlement 
in  Wilmington  in  1638,  until  the  mid-18th  cen- 
tury, little  is  known  about  health  status  in  Dela- 
ware. It  is  reasonable  to  assume,  however,  that 
problems  did  exist  and  that  some  of  these  prob- 
lems related  directly  to  Delaware’s  coastal  loca- 
tion and  the  immigration  of  people  with  illnesses. 
The  following,  which  appears  in  the  minutes  of 
the  Burgesses  of  the  Borough  of  Wilmington  in 
1764,  attests  to  this  fact: 

AN  ORDINANCE  to  prevent  sickly  and  un- 
healthy persons  coming  or  Being  Brought 
in  or  Landed  by  any  way  or  Means  into  This 
Corporation 

WHEREAS  it  hath  been  found  by  sad  and 
woeful  Experience  that  the  Arriving  or 
Bringing  into  This  Corporation  unhealthy 
or  Sickly  persons  hath  proved  Very  Detri- 
mental and  Destructive  to  the  Inhabitance 
Thereof,  And  Further  the  Bringing  in  Har- 
bering  Entertaining  and  Keeping  of  Un- 
healthy and  Sickly  persons  hath  Been  found 
Very  hurtful  and  Detrimental  To  Trade  Mer- 
chandize Commerce  Even  To  The  Deter- 

Dr.  Smith  is  Chief,  Department  of  Medicine,  Ellis  Hospital, 
Schenectady,  New  York,  and  Associate  Professor  of  Medicine, 
Albany  Medical  College,  Albany,  New  York. 

The  author  would  like  to  acknowledge  the  Delaware  Lung 
Association,  Barbara  Rose,  M.D.,  and  Lewis  B.  Flinn,  M.D.,  for 
their  help  in  obtaining  material  for  this  article  and  their  suggestions. 


ing  people  coming  to  Market  with  Provisions 
for  our  Support  Also  the  Loss  sustained  by 
Sickness  as  Occasioned  by  Sickness  and  Dis- 
orders.1 

In  these  early  records,  no  specific  mention 
is  made  of  tuberculosis,  then  called  consumption 
or  phthisis,  as  a major  cause  of  illness  in  Dela- 
ware. However,  judging  from  its  prevalence 
elsewhere  in  the  colonies  and  in  Europe  during 
the  17th,  18th,  and  19th  centuries,  one  can  as- 
sume that  it  was  just  as  prevalent  in  Delaware. 
In  1812,  the  death  rate  in  New  York  City  from 
tuberculosis  was  700  per  100,000.  In  1830, 
Lemuel  Shattuck,  a prominent  Boston  physi- 
cian, wrote  in  the  Report  of  the  Sanitary  Com- 
mission of  Massachusetts , “The  dreadful  disease 
(tuberculosis)  is  a constant  visitor  to  all  parts 
of  our  commonwealth,  but  creates  little  alarm 
because  it  is  so  constantly  present,  whereas  the 
occasional  visit  of  cholera  or  other  epidemic  dis- 
ease creates  alarm  and,  therefore,  precautionary 
measures  are  taken.”2 

Shattuck’s  statement  is  applicable  to  Dela- 
ware as  well,  where  organized  governmental 
health  efforts  were,  at  first,  largely  directed 
against  the  epidemic  diseases  and  their  preven- 
tion. The  Wilmington  Board  of  Health,  first 
called  the  Committee  of  Inspection,  was  estab- 
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lished  in  1793  during  the  yellow  fever  epidemic 
in  Philadelphia,  to  prevent  the  “Raging  Dis- 
temper . . . from  coming  to  this  Borough.”3  For 
a century,  the  Wilmington  Board  of  Health  was 
the  only  governmental  health  authority  in  the 
State.  It  directed  its  efforts  toward  control  of 
epidemic  diseases,  public  sanitation,  and  record- 
ing of  births  and  deaths;  no  specific  attention 
was  given  to  the  control  or  treatment  of  tubercu- 
losis. 

In  1879,  an  act  of  the  General  Assembly 
created  the  State  Board  of  Health.  Two  years 
later,  a law  was  passed  requiring  all  incorporated 
towns  in  Delaware  to  have  a local  board  of 
health.  Even  though  deaths  due  to  consump- 
tion exceeded  those  of  all  the  epidemic  diseases, 
most  attention  was  directed  toward  the  preven- 
tion of  cholera,  smallpox,  malaria,  and  diphtheria. 
Even  efforts  in  these  areas  by  members  of  the 
Board  of  Health  were  often  not  widely  accepted, 
prompting  this  statement  by  the  Secretary  of 
the  Board  in  1892:  “The  victims  of  disease  will 
more  or  less  cooperate  in  the  work  of  being 
healed,  but  those  who  are  in  daily  danger  of 
becoming  such  victims  will  do  little  or  nothing 
to  assist  those  who  are  without  any  remuneration, 
fighting  to  keep  disease  and  death  from  their 
homes.”4 

The  lack  of  adequate  funds  was  also  a serious 
problem,  as  noted  in  the  report  of  the  Board  of 
Health  to  the  Governor  in  1883.  The  report 
requests  that  the  governor  “urge  upon  the  Legis- 
lature the  necessity  of  taking  action  upon  the 
vital  questions  presented  and  ask  of  them  in- 
creased means.”5 

Lack  of  acceptance  leading  to  inadequate 
governmental  appropriations  and  support  is  still 
a problem  that  plagues  public  health  in  general. 
This  issue  was  of  particular  importance  then  in 
the  care  and  prevention  of  tuberculosis  in  Del- 
aware. As  time  went  on  and  the  need  for  effec- 
tive programs  eventually  became  recognized,  it 
was  necessary  for  the  private  sector  to  provide 
much  of  the  early  financial  support  and  leader- 
ship. In  the  latter  part  of  the  19th  century, 
worldwide  interest  in  tuberculosis  was  height- 
ened by  significant  discoveries  about  the  oausa- 
tion,  detection,  and  treatment  of  the  disease. 
Austin  Flint,  William  Welch,  Edward  Trudeau, 


and  others  in  the  United  States  kept  abreast  of 
advances  in  Europe  and  made  significant  con- 
tributions of  their  own.  A scientific  basis  thus 
became  available  upon  which  programs  could 
be  built  to  contain  one  of  the  major  causes  of 
death  and  illness  in  this  country.  Despite  these 
medical  advances,  general  acceptance  on  the 
part  of  the  medical  profession  as  well  as  the 
public  and  financial  support  were  often  lacking. 

Organized  efforts  in  Delaware  directed  spe- 
cifically against  tuberculosis  began  in  the  private 
sector.  Under  the  influence  of  Bishop  Coleman, 
the  Delaware  Anti-Tuberculosis  Association  was 
founded  in  1904,  the  same  year  the  National 
Tuberculosis  Association  was  begun.  Its  first 
president  was  John  J.  Black,  M.D.;  Joseph  P. 
Wales,  M.D.,  served  as  the  first  secretary.  Two 
years  before,  in  1902,  Dr.  Black  had  published 
Consumptives  in  Delaware,  a comprehensive 
study  of  the  disease  in  the  state  in  which  he 
urged  segregation  and  specialized  treatment  for 
those  suffering  from  the  disease.  Under  his 
leadership,  the  Society’s  first  task  was  to  provide 
a treatment  facility.  Money  raised  privately 
totaled  $4,000,  and  land  was  rented  from  Alfred 
I.  du  Pont  for  $1  per  year.  Two  “shacks”  were 
built,  one  to  house  eight  patients  and  one  to  be 
used  for  cooking. 

The  facility  quickly  ran  into  financial  difficulty 
because  most  patients  could  not  afford  to  pay 
for  their  care  and  no  formal  arrangements  existed 
for  public  support.  In  1907,  just  two  years  after 
it  opened,  the  Brandywine  Shack  was  threatened 
with  closing  because  it  did  not  have  the  $300 
necessary  to  continue  operation.  In  an  effort 
to  rally  community  support,  Dr.  Wales  sought 
the  help  of  his  cousin,  Miss  Emily  P.  Bissell. 
Miss  Bissell,  known  as  a public  spirited  citizen, 
was  an  experienced  fund  raiser,  and  was  then 
the  Secretary  of  the  Delaware  American  Red 
Cross. 

Miss  Bissell  was  very  sympathetic  to  the  cause: 
“I  belonged  to  the  minority  who  thought  some- 
thing could  be  done  about  it,  and  I knew  the 
Brandywine  Shack  was  showing  encouraging 
results.  But  to  convince  others  wasn’t  easy,  and 
conviction  is  a first  step  toward  contribution!”6 

An  article  about  Einar  Holboell,  a Danish  post- 
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master  who  had  the  idea  of  selling  Christmas 
stamps,  came  to  Miss  Bissell’s  attention.  The 
Christmas  stamps  were  sold  in  Hoeboell’s  post 
office  as  a means  of  raising  funds  for  a children’s 
tuberculosis  sanitarium  in  Denmark.  Miss  Bissell 
felt  the  same  idea  could  be  used  to  raise  the 
$300  needed  for  the  Brandywine  Shack. 

One  of  Miss  Bissell’s  friends  designed  the  first 
stamp,  two  other  friends  loaned  $20  each  to  help 
cover  expenses,  the  du  Pont  Company  handled 
publicity  and  advertising,  the  printer  printed  the 
first  50,000  stamps  at  cost  and  on  credit,  the  Bed 
Cross  allowed  the  use  of  its  name  and  emblem, 
the  Wilmington  post  office  permitted  sale  of  the 
stamps  in  the  corridor,  and  community  organiza- 
tions generally  supported  the  endeavor.  Even 
so,  after  three  days  only  $50  was  raised. 

Miss  Bissell  then  sought  the  help  of  the  North 
American,  a Philadelphia  newspaper,  in  adver- 
tising the  stamps.  Initially,  her  plea  was  re- 
jected. Then  one  of  the  columnists,  Leigh 
Mitchell  Hodges,  realized  the  importance  of  the 
cause  and  wrote  about  progress  in  the  treatment 
and  prevention  of  tuberculosis,  the  potential  for 
public  good,  and  the  need  for  funds.  In  addi- 
tion, it  was  suggested  to  Miss  Bissell  that  the 
words  “Happy  New  Year”  be  added  to  the  stamp, 
in  order  to  broaden  their  market.  Another 
printing  of  the  stamps  was  undertaken.  Hodges’ 
articles  and  the  new  design  stimulated  sales,  and 
a total  of  $3,000  was  realized  the  first  year. 

The  continued  operation  of  the  Brandywine 
Shack  was  assured  for  the  immediate  future  by 
the  success  of  the  first  Christmas  stamp  sale.  A 
fund-raising  mechanism  had  also  been  estab- 
lished to  meet  future  needs.  Christmas  Seals 
were  then  adopted  on  a national  scale,  and,  in 
subsequent  years,  have  continued  to  be  a major 
source  of  funds  to  support  efforts  to  combat  pul- 
monary diseases. 

In  1908  the  State  Legislature,  influenced  by 
the  lobbying  of  many  dedicated  private  citizens, 
including  Miss  Bissell,  appropriated  $10,000,  to 
be  matched  by  the  Delaware  Anti-Tuberculosis 
Society,  for  the  purchase  of  a tract  of  land  and 
construction  of  a new  sanitarium.  The  new  sani- 
tarium, called  Hope  Farm,  was  completed  in 
1912.  The  Anti-Tuberculosis  Society  then  pro- 
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vided  funds  for  an  administration  building  which 
was  completed  in  1914. 

In  1909  the  legislature,  recognizing  the  prog- 
ress made  in  the  field  of  tuberculosis,  created  a 
nine-member  Delaware  State  Commission.  The 
Commission,  given  a budget  of  $30,000  every  two 
years,  was  charged  with  establishing  at  least  one 
dispensary  in  each  county  for  the  detection  and 
care  of  tuberculosis.  Its  funds  were  also  to  be 
used  to  maintain  patients  in  the  sanitarium.  Thus, 
through  a separate  commission,  Delaware  had 
begun  to  provide  direct  patient  service  and  to 
partially  support  services  rendered  by  private 
agencies. 

Construction  continued  on  the  Hope  Farm 
tract  when  the  state  financed  the  building  of 
a separate  sanitarium  for  blacks,  called  Edge- 
wood  Sanitarium,  completed  in  1915  and  oper- 
ated by  the  Anti-Tuberculosis  Society.  In  that 
same  year,  the  Society  purchased  additional  ad- 
joining property  with  a large  house  on  it,  to  be 
used  as  a “preventorium”  for  children  who  had 
been  exposed  to  tuberculosis.  After  remodeling, 
the  house,  called  Sunnybrook  Cottage,  was  open- 
ed in  1919. 

In  addition  to  direct  patient  services,  other 
measures  were  being  undertaken  to  better  control 
the  disease  during  this  time.  The  State  Board 
of  Education  was  persuaded  to  bar  tuberculous 
children  from  attending  school  but  to  provide 
books  for  them  to  continue  their  studies  while 
at  Hope  Farm  or  Sunnybrook  Cottage.  The  Board 
of  Health  developed  regulations  for  handling 
items  contaminated  by  tuberculous  patients.  Tu- 
berculosis became  a reportable  disease  and  the 
Board  of  Health  was  empowered  to  quarantine 
those  with  the  disease.  In  addition,  efforts  to 
provide  pasteurized  milk  were  undertaken,  and  a 
State  Board  of  Health  Laboratory,  primarily  for 
diagnostic  bacteriology,  was  established. 

Thus,  through  a joint  effort,  the  private  sector 
and  the  State  combined  to  achieve  significant 
accomplishments  in  the  prevention,  detection, 
and  treatment  of  tuberculosis  during  the  early 
years  of  the  20th  century.  This  combined  effort 
was  particularly  evident  in  the  provision  of 
direct  patient  services  where  financing  and  ad- 
ministration were  provided  by  both  sources. 
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Unfortunately,  the  partnership  was  not  always 
harmonious.  The  cost  of  maintaining  a patient 
at  Hope  Farm  was  ninety  cents  a day.  The  Anti- 
Tuberculosis  Society  charged  the  state  $10  a 
week,  which  should  have  been  ample  to  allow 
continued  operation.  However,  the  government 
did  not  pay  as  it  should  have  and,  in  1921,  Hope 
Farm  and  Edgewood  were  faced  with  going  out 
of  business.  In  fact,  a specific  closing  date  was 
set.  Efforts  to  obtain  needed  funds  through  the 
State  Tuberculosis  Commission  were  unsuccess- 
ful, even  though  its  budget  is  reported  to  have 
contained  a surplus  of  $3,000  for  the  year.  For- 
tunately, Christmas  Seal  sales  in  1921  yielded 
enough  money  to  permit  continued  operation. 
During  the  same  year,  the  name  of  the  facility 
was  changed  from  Hope  Farm  to  Brandywine 
Sanitarium. 

In  1923,  a new  law  created  the  State  Health 
and  Welfare  Commission  which  combined  the 
activities  of  the  old  State  Board  of  Health,  the 
Child  Welfare  Commission,  and  the  Tuberculosis 
Commission.  In  1925,  the  State  Health  and 
Welfare  Commission  was  renamed  the  State 
Board  of  Health;  from  then  on,  all  governmental 
activities  relating  to  tuberculosis  came  under  the 
control  of  the  State  Board  of  Health. 

Because  of  financial  difficulties  and  other 
problems,  particularly  with  hiring  and  keeping 
personnel,  the  Anti-Tuberculosis  Society  began 
to  consider  the  possibility  of  giving  the  sanitaria 
to  the  State.  Between  1922  and  1925,  unsuccess- 
ful attempts  were  made  to  persuade  the  State 
to  take  over  operation  of  the  Brandywine  and 
Edgewood  Sanitaria  but  not  Sunnybrook.  Re- 
newed efforts  finally  brought  success,  and  in  1925 
the  legislature  passed  a bill  accepting  the  trans- 
fer of  all  control  and  operation  to  the  state.  The 
Brandywine  and  Edgewood  Sanitaria,  the  Chest 
Clinics  in  each  county  and  in  Wilmington,  and 
other  activities  relating  to  tuberculosis  were  now 
under  the  direct  control  of  the  Board  of  Health. 
However,  the  inpatient  facilities  remained,  as 
they  continue  to  remain,  administratively  separ- 
ate from  all  the  other  activities  of  the  Board  of 
Health  relating  to  tuberculosis.  The  state  now 
provided  both  direct  inpatient  and  outpatient 
care  for  patients  with  tuberculosis  as  well  as 
providing  control  and  case-finding  measures.  The 


scope  of  the  programs  with  their  large  adminis- 
trative and  financial  burdens  had  necessitated 
governmental  involvement. 

Over  the  years,  additional  sums  of  money  were 
appropriated  by  the  state  for  expansion  and  mod- 
ernization of  the  sanitaria  as  well  as  of  the  Chest 
Clinics.  In  1955,  a new  $2,000,000  facility  was 
completed  and  named  Emily  P.  Bissell  Sani- 
tarium. Two  years  later  the  name  was  changed 
to  Emily  P.  Bissell  Hospital,  as  patients  with 
chronic  lung  disease  other  than  tuberculosis  were 
accepted. 

Even  after  transfer  of  the  sanitaria  to  the  state, 
private  sector  interest  in  tuberculosis  continued, 
primarily  through  the  Anti-Tuberculosis  Society, 
which  continued  to  operate  the  Sunnybrook  Cot- 
tage for  children  until  it  closed  in  1950.  The 
Anti-Tuberculosis  Society  assumed  a position  of 
leadership  in  efforts  to  detect  early  stage  tuber- 
culosis through  skin  testing  and  chest  x-rays. 
An  example  of  the  case-finding  efforts  was  the 
Delaware  Statewide  Chest  X-ray  Survey  in  1952, 
jointly  supported  by  the  State  and  the  Anti- 
Tuberculosis  Society.  In  this  survey,  82.2% 
of  all  people  over  15  years  of  age  in  Delaware 
were  x-rayed.  The  Society  supported  many 
other  activities,  both  financially  and  through  its 
influence. 

By  1945,  the  total  number  of  deaths  in  Dela- 
ware due  to  tuberculosis  had  declined  to  102 
from  322  in  1920.  Despite  this  decline,  the  dis- 
ease still  ranked  seventh  as  a cause  of  death  in 
Delaware.  During  the  period  between  the  mid- 
1940s  and  the  mid-1950s,  streptomycin  and  INH 
were  found  to  be  extremely  effective  in  the  treat- 
ment of  tuberculosis.  Widespread  use  of  these 
drugs,  combined  with  control  measures  already 
established,  eliminated  tuberculosis  as  a major 
cause  of  morbidity  and  mortality  as  the  preval- 
ence of  the  disease  in  the  community  dropped 
dramatically. 

As  a consequence,  the  need  for  facilities  and 
programs  to  prevent,  detect,  and  treat  tubercu- 
losis diminished.  In  addition,  the  treatment 
itself  no  longer  required  months  to  years  of  hos- 
pitalization and  could  frequently  be  accom- 
plished totally  as  an  outpatient  or  in  a general 
hospital.  As  a result,  many  of  the  facilities  and 
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programs  have  been  converted  to  other  uses 
and  some  have  now  been  abandoned.  Emily  P. 
Bissell  Hospital  is  still  operated  by  the  state  but 
now  cares  mainly  for  patients  with  chronic  lung 
disease  and  for  the  elderly.  Other  remaining 
programs  of  surveillance  and  control  are  cur- 
rently administrated  by  the  Division  of  Tubercu- 
losis Control  within  the  Department  of  Health 
and  Social  Services.  The  Delaware  Anti-Tuber- 
culosis Society  no  longer  exists;  private  sector 
activities  relevant  to  tuberculosis  are  now  largely 
conducted  by  the  Delaware  Lung  Association. 

The  history  of  tuberculosis  control  in  Dela- 
ware is  the  story  of  a successful  collaboration 
between  the  private  and  public  sectors,  as  ad- 
vances in  medical  science  were  effectively  ap- 
plied to  deal  with  what  had  once  been  a major 
threat  to  the  health  of  Delawareans. 
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Deaths 


ROBERT  F.  LEWIS,  M.D. 

Robert  F.  Lewis,  M.D.,  of  Seaford,  died  of 
heart  failure  at  the  age  of  80  on  October  5,  1983. 

After  graduating  from  the  University  of  Ro- 
chester Medical  School  in  1930,  Dr.  Lewis  began 
practice  in  Lima,  New  York,  as  a pediatrician. 
Dr.  Lewis  also  worked  as  a general  practitioner 
and  anesthesiologist  in  Liecester  and  Penn  Yan, 
New  York. 

In  1955,  Dr.  Lewis  became  Chief  of  Anesthesi- 
ology at  Nanticoke  Memorial  Hospital.  He  was 
appointed  to  the  Rlue  Cross  and  Blue  Shield 
Board  of  Trustees  in  1968. 

Dr.  Lewis  retired  from  the  hospital  in  1974. 
From  1979-1982,  he  served  as  an  appointee  of 
Governor  du  Pont  on  the  State  Council  on  Radi- 
ation. 

He  was  a fellow  in  the  American  College  of 
Anesthesiologists  and  a member  of  the  American 
Research  Society  of  Anesthesiologists  and  the 
International  Anesthesia  Research  Society.  Dr. 
Lewis  served  two  terms  as  President  of  the  Sus- 
sex County  Medical  Society,  and  was  past-Vice 
President  of  the  Delaware  Society  of  Anesthesi- 
ologists. 

Dr.  Lewis  is  survived  by  his  wife,  Emily  E.; 
four  sons,  Dr.  R.  Denby  Lewis  of  Danville,  Vir- 
ginia, Eric  K.  of  Orange,  California,  Dr.  David 
H.  Lewis  of  Martinsville,  Virginia,  and  Alan  T. 
of  San  Antonio,  Texas;  a brother,  Ralph  H.  of 
Harpers  Ferry,  West  Virginia;  a sister,  Winne- 
fred  Hutton  of  Java  Center,  New  York;  and  11 
grandchildren  and  a great-grandchild. 

ULO  WARE,  M.D. 

Ulo  Ware,  M.D.,  61,  of  Lewes,  Chief  of  Anes- 
thesia and  former  president  of  the  staff  at  Beebe 
Hospital,  died  September  15,  1983,  after  a heart 
attack. 


Born  in  Estonia,  Dr.  Ware  received  his  medical 
education  in  Germany.  In  1949,  he  and  his  family 
came  to  the  United  States. 

Dr.  Ware  received  further  medical  training  in 
the  United  States  before  practicing  medicine  at 
Beebe  Hospital.  From  1980  to  1982,  he  served 
as  president  of  the  medical  staff  at  Beebe.  Dr. 
Ware  had  been  Chief  of  Anesthesia  at  Beebe 
Hospital  for  the  past  30  years. 

Dr.  Ware  was  an  active  member  of  the  Medi- 
cal Society  of  Delaware  and  the  Sussex  County 
Medical  Society.  He  was  past-president  of  the 
Lewes-Rehoboth  Rotary  Club. 

Dr.  Ware  is  survived  by  his  wife,  Myra;  a son, 
Norman,  of  Washington,  D.C.;  and  a daughter, 
Rita  Speakman,  of  Wilmington. 

£ % 


ABRAHAM  VINOGRAD,  M.D. 

Abraham  Vinograd,  M.D.,  of  Wilmington,  died 
of  anemia  at  the  age  of  72  on  September  12,  1983. 

A native  of  Dvinsk,  Latvia,  Dr.  Vinograd  stud- 
ied medicine  in  Basel,  Switzerland,  before  com- 
ing to  the  United  States  in  1937.  Dr.  Vinograd 
joined  the  US  Army  in  1944  and  served  with  the 
Medical  Corps  of  the  125th  Division.  He  was 
among  the  first  troops  to  land  at  Normandy  on 
D-Day. 

In  1957,  Dr.  Vinograd  became  chief  of  re- 
habilitative medicine  at  the  Veterans  Adminis- 
tration Hospital  in  Elsmere,  retiring  after  16 
years. 

Dr.  Vinograd  is  survived  by  his  wife,  Helene 
Rynd  Vinograd,  who  is  a concert  pianist  and 
music  teacher;  a daughter,  Carole  Vinograd- 
Bausell  of  Baltimore;  a sister,  Lillian  Boborow, 
of  Long  Beach,  New  York;  and  a grandson. 
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Example  of  a book  reference: 

2.  Downie  NM,  Heath  RW.  Basic  statistical  meth- 
ods, 2nd  ed.  New  York:  Harper  & Row,  1965; 
240-4. 
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MEDICAL 


'OF  DELAWARE 


194th  /^NOMJMEETING 
November  16-19,  1983 
PROGRAM 


Wednesday,  November  16th 


MOCK  TRIAL 

Delaware  Academy  of  Medicine  Building 

Ali  Z.  Hameli,  M.D.,  Chairman 


5:30  p.m.  BUFFET  SUPPER 

6:30  p.m.  TRIAL 

Participants  will  include: 

John  M.  Bader,  Esq. 

Victor  F.  Battaglia,  Esq. 

C.  Waggaman  Berl,  Jr.,  Esq. 

Jeffry  I.  Komins,  M.D. 

Pennsylvania  Casualty  Company/PHICO  is  a co-sponsor  for  this  program,  which  is 
open  only  to  members  of  the  Medical  Society  of  Delaware. 


Richard  Raiber,  M.D. 
Donna  Shuey 
Mary  Pat  Trostle,  Esq. 


Thursday,  November  17th 
and  Friday,  November  18th 


COMPUTER  DEMONSTRATION 

Delaware  Academy  of  Medicine-Library 

Howard  Wilk,  M.D.,  Chairman 


8:00  a.m. — Computer  Terminal  Services,  Inc  — Medical  Management  Systems 
5:00  p.m.  Data-Med  Corporation  — Total  Practice  Management 
IBM  Corporation  — Medical  Industry  Specialists 
Neilson  Inc.  — Medical  Computer  Division 

Thursday,  November  17th 

PRESCRIPTION  DRUG  ABUSE  AND  PHYSICIANS'  RESPONSIBILITIES 
Delaware  Academy  of  Medicine  Building 

Lyman  J.  Olsen,  M.D.,  Chairman 

1:00  p.m.  AM  A OVERVIEW  OF  SCOPE  OF  PROBLEM  AND  ACTIVITIES  AT  THE 
NATIONAL  LEVEL 

Bonnie  B.  Wilford,  Assistant  Director,  Division  of  Personal  and  Public  Health  Policy, 
American  Medical  Association 


2:00  p.m. 


3:30  p.m. 
3:45  p.m. 

4:30  p.m. 
5:00  p.m. 


GUIDELINES  FOR  PRESCRIBING  CONTROLLED  SUBSTANCES  AND 
BEHAVIORAL  CHANGES  MANIFESTED  BY  A DRUG  ADDICT 
William  Vilensky,  D.O.,  Assistant  Professor,  Department  of  Family  Practice,  New  Jer- 
sey School  of  Osteopathic  Medicine 

INTERMISSION  — Wine  and  Cheese  Compliments  of  DELPAC 

PHYSICIANS’  RESPONSIBILITIES  UNDER  THE  DELAWARE  AND  FEDERAL 
CONTROLLED  SUBSTANCES  STATUTES  AND  REGULATIONS 
Martin  Golden,  Pharmaceutical  Control  Officer,  State  of  Delaware 

QUESTIONS  AND  ANSWERS 

ADJOURNMENT 
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Thursday,  November  17th 

SECTION  MEETINGS 

4:00  p.m.  Delaware  Association  for  Neurological  Surgeons  Annual  Business  Meeting 
Delaware  Academy  of  Medicine  Building 

6:00  p.m.  Delaware  Academy  of  Family  Physicians  Quarterly  Dinner  Business  Meeting 
Delaware  Academy  of  Medicine  Building 

Friday,  November  18th 

HOUSE  OF  DELEGATES  ANNUAL  MEETING 
Delaware  Academy  of  Medicine  Building 


8:30  a.m. 


10:00  a.m. 
12:00  Noon 
1:30  p.m. 


DELEGATES’  BREAKFAST  MEETING 
Courtesy  of  the  New  Castle  County  Medical  Society 

REFERENCE  COMMITTEES  MEET 
LUNCH 

HOUSE  OF  DELEGATES  CONVENES 

IN  TRIBUTE 


At  the  House  of  Delegates  meeting  the  Medical  Society  of  Delaware  will  pay  tribute  to  the  following 
physicians  who  graduated  from  medical  school  50  years  ago. 

Vytautas  Avizonis,  M.D.  Elmer  R.  Gross,  M.D. 

Joseph  R.  Beck,  M.D.  Oliver  A.  James,  M.D. 


Saturday,  November  19th 

194th  ANNUAL  MEETING 
Hotel  du  Pont 

PRAYER  BREAKFAST  - SCIENTIFIC  SESSIONS  - SPOUSES'  PROGRAM  - EXHIBITS  - 

DINNER  DANCE 


SPOUSES’  PROGRAM 

9:30  a.m.  JAPANESE  CREATIVE  COOKERY 
Yoshio  Owaki,  Speaker 
Yoshiko  Nakao,  Chef 

7:15  a.m.  PRAYER  BREAKFAST  — Christina  Room 

8:15  a.m.  REGISTRATION  — EXHIBITS  — Foyer  and  Gold  Ballroom 

9:00  a.m.  CALL  TO  ORDER  — du  Barry  Room 

Ignatius  J.  TikeUis,  M.D.,  President,  Medical  Society  of  Delaware 

9:10  a.m. 


9:15  a.m. 


10:00  a.m. 
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Report  of  the  House  of  Delegates,  Joseph  F.  Kestner,  Jr.,  M.D.,  Secretary,  Medical 
Society  of  Delaware 

INTRODUCTION  OF  SCIENTIFIC  PROGRAM 
MORNING  SESSION  — MEDICAL  HORIZONS,  1983 
William  L.  Sprout,  M.D.,  Chairman,  Program  Committee 

“MICROSURGICAL  REPLANTATION  OF  AMPUTATED  HANDS  AND 
FINGERS” 

James  R.  Urbaniak,  M.D.,  Professor  of  Orthopaedic  Surgery,  Duke  University  Medical 
Center 

“POSITRON-EMISSION  TOMOGRAPHY:  FUNCTIONAL  IMAGING  OF  THE 
BRAIN” 

Abass  Alavi,  M.D.,  Professor  of  Radiology  and  Neurology  and  Chief,  Division  of 
Nuclear  Medicine,  Hospital  of  the  University  of  Pennsylvania 
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10:45  a.m. 
11:15  a.m. 


12:00  Noon 
12:30  p.m. 


2:00  p.m. 


2:45  p.m. 
3:30  p.m. 

6:30  p.m. 
7:30  p.m. 


INTERMISSION  — VISIT  EXHIBITS 
“COMPUTER-AIDED  MEDICAL  DECISION-MAKING” 

James  A.  Reggia,  M.D.,  Assistant  Professor,  Department  of  Neurology,  University  of 
Maryland  Hospital 

INTERMISSION 

LUNCH  — Gold  Ballroom 

“ARE  DOCTORS  IN  OVERSUPPLY?” 

Harry  Schwartz,  Ph.D.,  Editor,  Private  Practice 
Former  Editor,  The  New  York  Times 

AFTERNOON  SESSION  — MEDICINE’S  IMAGE  IN  1983:  THE  PUBLICS  WE 
SERVE 

“THE  PUBLIC’S  INTEREST:  PROLONGING  LIFE” 

Norman  Fost,  M.D.,  M.P.H.,  Professor  of  Pediatrics  and  Director,  Program  in  Medi- 
cal Ethics,  University  of  Wisconsin  School  of  Medicine 

“LIFE  SCIENCES  RESEARCH  AND  BIOTECHNOLOGY” 

R.  W.  F.  Hardy,  Ph.D.,  Director,  Life  Sciences,  Central  Research  and  Development 
Department,  E.  I.  du  Pont  de  Nemours  and  Company,  Inc. 

ADJOURNMENT 

DINNER  DANCE 

Gold  Ballroom 

COCKTAILS  (Cash  Bar) 

ANNUAL  BANQUET 

INVOCATION  — Chaplain  Lynwood  Swanson 
PRESENTATION  OF  AWARDS  — Ignatius  J.  Tikellis,  M.D. 

DANCING  — Ronnie  Drake  Quartet 


The  Medical  Society  of  Delaware  will  honor  its  22  living  Past  Presidents  with  a special  presenta- 
tion at  the  annual  Dinner  Dance  on  Saturday  evening,  November  19th,  at  the  Hotel  du  Pont. 


1951-1952 

Ervin  L.  Stambaugh,  M.D. 

1971-1972 

1954-1955 

Lewis  B.  Flinn,  M.D. 

1972-1973 

1956-1957 

Roger  Murray,  M.D. 

1973-1974 

1957-1958 

John  B.  Baker,  M.D. 

1974-1975 

1959-1960 

James  E.  Marvil,  M.D. 

1975-1976 

1962-1963 

Willard  F.  Preston,  M.D. 

1976-1977 

1965-1966 

Andrew  M.  Gehret,  M.D. 

1977-1978 

1966-1967 

H.  Thomas  McGuire,  M.D. 

1978-1979 

1968-1969 

Charles  M.  Moyer,  M.D. 

1979-1980 

1969-1970 

Henry  H.  Stroud,  M.D. 

1980-1981 

1970-1971 

Rhoslyn  J.  Bishoff,  M.D. 

1981-1982 

Herbert  M.  Baganz,  M.D. 
Joseph  A.  Elliott,  M.D. 
William  J.  Vandervort,  M.D. 
Joseph  E.  Belgrade,  M.D. 
Calvin  B.  Hearne,  M.D. 

C.  E.  Graybeal,  M.D. 

John  J.  Egan,  M.D. 

Anthony  J.  Cucuzzella,  M.D. 
Robert  B.  Flinn,  M.D. 

Robert  W.  Frelick,  M.D. 
Rafael  A.  Zaragoza-  M.D. 


PROGRAM  COMMITTEE 


William  L.  Sprout,  M.D.,  Chairman 
Henry  R.  Cowell,  M.D. 
Steven  L.  Edell,  D.O. 

Lanny  Edelsohn,  M.D. 
William  D.  Johnson,  M.D. 


Venerando  J.  Maximo,  M.D. 
Robert  L.  Meckelnburg,  M.D. 
Roger  B.  Rodrigue,  M.D. 
Filomeno  T.  Viloria  M,D. 
Robert  L.  Wuertz,  M.D. 
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SCIENTIFIC  EXHIBITS 


Robert  Curtis  Knowles,  M.D.,  Chairman 
BLOOD  GLUCOSE  MONITORING  WITH 
VISUAL  METHODS 
Bemadine  Z.  Paulshock,  M.D. 

Marybeth  M.  Snyder,  R.N.,  M.S. 

POSTEROLATERAL  FUSION  FOR  THE  SOPHISTICATED  PROCEDURES  NOW 

SPONDYLOLISTHESIS  IN  ADOLESCENTS  USED  IN  A PSYCHIATRIC  EVALUATION 
Peter  D.  Pizzutillo,  M.D.  David  E.  Raskin,  M.D. 


Abbott  Laboratories 
Adria  Laboratories,  Inc. 

Ames  Division,  Miles  Laboratories 
Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 
Mary  Campbell  Center  Home  for  Multiply 
Handicapped 

CIBA  Pharmaceutical  Company 
Computer  Terminal  Services,  Inc. 

Dean  Witter  Reynolds,  Inc. 

Delaware  Army  National  Guard  Medical 
Professional  Recruitment  Program 
Delaware  Division  of  Public  Health 
Delaware  Medical  Labs  (MEDLAB) 

The  Doctor's  Bag 
Dodson  Insurance  Group 
Du  Pont  Pharmaceuticals 
Encyclopaedia  Britanniea  USA 
GESGY  Pharmaceuticals 
Happy  Harry's  Home  Health  Care  Services 
Ingleside  Retirement  Apartments/Church  Home 
Foundation,  Inc. 

Insurance  Corporation  of  America 


EXHIBITS 

International  Medical  Instruments,  Inc. 

Kinesthetics,  Inc. 

McNeil  Consumer  Products  Company 
McNeil  Pharmaceutical 
Mead  Johnson  Pharmaceutical  Division 
Merck  Sharp  & Dohme 
John  G.  Merkel  & Sons,  Inc. 

J.  A.  Montgomery,  Inc. 

Pfizer  Laboratories  Division 
Pennsylvania  Casualty  Company/PHICO 
Rios  Medical  and  Respiratory  Products,  Inc. 

A.  H.  Robins  Company 

Roche  Biomedical  Laboratories,  Inc. 

Ross  Laboratories 

RTD  Financial  Services,  Inc.,  Profesco 
Safeguard  Business  Systems 
Sandoz  Pharmaceuticals 
Schering  Corporation 

Stuart  Pharmaceuticals/Division  of  ICI  Americas  Inc. 
The  Upjohn  Company 
Wyeth  Laboratories 


GRANTORS 


The  Medical  Society  of  Delaware  gratefully  acknowledges  the  assistance  of  the  following 

in  the  presentation  of  the  program: 


Blue  Cross  and  Blue  Shield  of  Delaware,  Inc. 
CIBA-GEIGY  Corporation 
DivisiofLoFPublic  Health,  State  of  Delaware 
Du  Pont  Pharmaceuticals 

Eli  Lilly  and  Company/Dista  Products  Company 
Mead  Johnson  Pharmaceuticals  Division 
Merck  Sharp  & Dohme  Postgraduate  Program 


Parke-Davis/Divisian  of  Warner  Lambert  Company 

Pennsylvania  Casualty  Company/PHICO 

A.  H.  Robins  Company 

Roche  Laboratories 

Sandoz  Pharmaceuticals 

Smith  Kline  & French  Laboratories 

E.  R.  Squibb  & Sons,  Inc. 


We  wish  to  thank  DELAWARE  MEDICAL  LABS  (MEDLAB)  for  their  support  in  the  printing  of  the  program. 

CONTINUING  EDUCATION  CREDIT 

As  an  organization  accredited  for  Continuing  Medical  Education,  the  Jefferson  Medical  College 
designates  this  Continuing  Medical  Education  offering  as  meeting  the  criteria  for  10  /z  credit  hours 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 

The  program  has  been  reviewed  and  is  acceptable  for  10 />  Prescribed  hours  by  the  American 
Academy  of  Family  Physicians. 

One  credit  hour  may  be  claimed  for  each  hour  of  participation. 
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inxious  patients 
improve  in  just 
; few  days 


1 d what  is  more  reassuring 
[i  an  excessively  anxious 
p.  :ient  than  medication  that 
pomptly  starts  to  relieve  his 
c comforting  symptoms? 

\ ium®  (diazepam/Roche) 
tj  gins  working  within  30  to 
minutes.  Patients  continue 
improve  in  just  a few  days, 

2,  d relief  continues  through- 
cjj.t  the  course  of  treatment. 

There  are  other  impor- 
t it  benefits  with  Valium  as  well — along  with  its 
1 oad  clinical  range,  Valium  has  an  efficacy/safety 
[ ofile  that  few,  if  any,  drugs  can  match.  This 
cord  has  been  achieved  with  extensive  clinical 
perience,  undoubtedly  including  yours.  And, 
you  must  have  observed,  side  effects  more 
rious  than  drowsiness,  fatigue  or  ataxia  rarely 
cur  Nevertheless,  as  with  any  CNS-acting 
ent,  patients  should  be  cautioned  about  driv- 
g,  operating  hazardous  machinery  or  ingesting 
:ohol  or  other  CNS-depressant  drugs  while 
i dng  Valium. 

Yet  another  benefit  Valium  affords  is  flexibility 


Available  in  2-mg,  5-mg  and 
10-mg  scored  tablets,  Valium 
enables  you  to  titrate  dosage 
to  individual  patient  needs. 
For  the  geriatric  patient, 
a starting  dosage  of  2 to 
2Vi  mg  once  or  twice  a day 
is  recommended.  And,  for 
patients  who  forget  or  skip 
medication,  you  can  prescribe 
Valrelease™  (diazepam/Roche) 
15-mg  slow-release  capsules, 
knowing  that  Valrelease  will  assure  all  the  benefits 
of  Valium  3 mg  t.i.d.  with  the  convenience  of 
once-a-day  dosage. 

Discontinuation  of  Valium  (or  Valrelease) 
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Valium®  (diazepam/Roche)®  Tablets 

Valrelease™  ( diazepam/Roche ) (IV  slow-release  Capsules 

Injectable  Valium®  ( diazepam/Roche ) (IV 

Before  prescribing,  please  consult  complete  product  information,  a summary 
of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short-term  relief  of  symptoms 
of  anxiety.  Anxiety  or  tension  associated  with  the  stress  of  everyday  life  usually 
does  not  require  treatment  with  an  anxiolytic.  Symptomatic  relief  of  acute  agita- 
tion, tremor,  impending  or  acute  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in:  relief  of  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron  disorders; 
athetosis;  stiff-man  syndrome.  Oral  forms  may  be  used  adjunctively  in  convulsive 
disorders,  but  not  as  sole  therapy.  Injectable  form  may  also  be  used  adjunctively 
in:  status  epilepticus;  severe  recurrent  seizures;  tetanus;  anxiety,  tension  or  acute 
stress  reactions  prior  to  endoscopic/surgical  procedures;  cardioversion 
Tire  effectiveness  of  diazepam  in  long-term  use,  that  is,  more  than  4 months,  has 
not  been  assessed  by  systematic  clinical  studies.  The  physician  should  periodi- 
cally reassess  the  usefulness  of  the  drug  for  the  individual  patient. 
Contraindications:  Tablets  or  capsules  in  children  under  6 months  of  age; 
known  hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  occupations 
requiring  complete  mental  alertness  ( eg .,  operating  machinery,  driving).  With- 
drawal symptoms  similar  to  those  with  barbiturates  and  alcohol  have  been 
observed  with  abrupt  discontinuation,  usually  limited  to  extended  use  and 
excessive  doses.  Infrequently,  milder  withdrawal  symptoms  have  been  reported 
following  abrupt  discontinuation  of  benzodiazepines  after  continuous  use,  gen- 
erally at  higher  therapeutic  levels,  for  at  least  several  months.  After  extended 
therapy,  gradually  taper  dosage.  Keep  addiction-prone  individuals  (drug  addicts 
or  alcoholics)  under  careful  surveillance  because  of  predisposition  to  habitua- 
tion/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  their  use  is  rarely  a matter  of 
urgency  and  because  of  increased  risk  of  congenital  malformations,  as 
suggested  in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

oral:  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in  lieu 
of  appropriate  treatment.  When  using  oral  forms  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increase  in  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  be  associated  with  temporary  increase  in  fre- 
quency and/or  severity  of  seizures. 

injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local  irritation, 
swelling  and,  rarely,  vascular  impairment  when  used  I.V.  inject  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  ml)  given:  do  not  use  small  veins,  i.e,  dorsum 
of  hand  or  wrist:  use  extreme  care  to  avoid  intra-arterial  administration  or 
extravasation.  Do  not  mix  or  dilute  with  other  solutions  or  drugs  in  syringe  or 
infusion  flask.  If  it  is  not  feasible  to  administer  Injectable  Valium  directly  IV,  it 
may  be  injected  slowly  through  the  infusion  tubing  as  close  as  possible  to  the 
vein  insertion. 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmonary 
reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest;  concomitant  use 
of  barbiturates,  alcohol  or  other  CNS  depressants  increases  depression  with 
increased  risk  of  apnea;  have  resuscitative  facilities  available.  When  used  with 
narcotic  analgesic  eliminate  or  reduce  narcotic  dosage  at  least  1/3,  administer  in 
small  increments.  Should  not  be  administered  to  patients  in  shock,  coma,  acute 
alcoholic  intoxication  with  depression  of  vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal  status  or 
petit  mal  variant  status.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  prolonged  CNS 
depression  observedTHTchtldren,  give  slowly  (up  to  0.25  mg/kg  over  3 minutes) 
to  avoid  apnea  or  prolonged  somnolence;  can  be  repeated  after  15  to  30  min- 
utes. If  no  relief  after  third  administration,  appropriate  adjunctive  therapy  is 
recommended 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  carefully 
consider  individual  pharmacologic  effects — particularly  with  known  compounds 
which  may  potentiate  action  of  diazepam,  i.e.,  phenothiazines,  narcotics,  barbitu- 
rates, MAO  inhibitors  and  antidepressants.  Protective  measures  indicated  in 
highly  anxious  patients  with  accompanying  depression  who  may  have  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  hepatic  function;  avoid  accu- 
mulation in  patients  with  compromised  kidney  function.  Limit  oral  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated  to  preclude  ataxia  or  overse- 
dation ( initially  2 to  2Vi  mg  once  or  twice  daily,  increasing  gradually  as  needed 
and  tolerated). 

The  clearance  of  diazepam  and  certain  other  benzodiazepines  can  be  delayed  in 
association  with  Tagamet  (cimetidine)  administration.  The  clinical  significance  of 
this  is  unclear. 

injectable  Although  promptly  controlled,  seizures  may  return;  readminister  if 
necessary;  not  recommended  for  long-term  maintenance  therapv  Laryngospasm/ 
increased  cough  reflex  are  possible  during  peroral  endoscopic  procedures;  use 
topical  anesthetic,  have  necessary  countermeasures  available.  Hypotension  or 
muscular  weakness  possible,  particularly  when  used  with  narcotics,  barbiturates 
or  alcohol.  Use  lower  doses  (2  to  5 mg)  for  elderlv/debilitated. 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsiness, 
fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache,  hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in  salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  increased  muscle  spasticity, 


insomnia,  rage,  sleep  disturbances  and  stimulation  have  been  reported,  shot 
these  occur,  discontinue  drug. 

Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood  cou 
liver  function  tests  advisable  during  long-term  therapy.  Minor  changes  in  EEC 
patterns,  usually  low-voltage  fast  activity,  observed  in  patients  during  and  afte 
diazepam  therapy  are  of  no  known  significance. 

injectable:  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syncope, 
bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups,  neutropei  1 
In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dyspne; 
hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been  reported. 
Dosage:  Individualize  for  maximum  beneficial  effect, 
oral  Adults  Anxiety  disorders,  relief  of  symptoms  of  anxiety — Valium  (diaze- 
pam/Roche ) tablets.  2 to  10  mg  b i d.  to  q.i.d  ; or  1 or  2 Valrelease  capsules  (1‘ 
30  mg)  daily.  Acute  alcohol  withdrawal — tablets.  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  or  2 capsules  (30  mg)  the  first 
24  hours,  then  1 capsule  ( 15  mg)  daily  as  needed.  Adjunctively  in  skeletal  mu 
spasm — tablets.  2 to  10  mg  t.i.d.  or'q.i.d.;  or  1 or  2 capsules  (15  to  30  mg)  one 
daily.  Adjunctively  in  convulsive  disorders — tablets,  2 to  10  mg  b.i.d.  to  q.i.d.; 

1 or  2 capsules  ( 15  to  30  mg)  once  daily. 

Geriatric  or  debilitated  patients:  Tablets — 2 to  214  mg  1 or  2 times  daily  initial 
increasing  as  needed  and  tolerated  (see  Precautions).  Capsules — 1 capsule 
(15  mg)  daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  dai  \ 
dose. 

Children  Tablets — 1 to  214  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  ant 
tolerated  (not  for  use  in  children  under  6 months).  Capsules — 1 capsule  (15  f 
daily  when  5 mg  oral  Valium  has  been  determined  as  the  optimal  daily  dose  ( ’ 
for  use  in  children  under  6 months) 

injectable  Usual  initial  dose  in  older  children  and  adults  is  2 to  20  mg  I.M.  or  I 
depending  on  indication  and  severity.  Larger  doses  may  be  required  in  some 
conditions  (tetanus).  In  acute  conditions  injection  may  be  repeated  within 
1 hour,  although  interval  of  3 to  4 hours  is  usually  satisfactory.  Lower  doses 
(usually  2 to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated  patier 
and  when  sedative  drugs  are  added.  (See  Warnings  and  Adverse  Reactions.) 

For  dosages  in  infants  and  children  see  below;  have  resuscitative  facilities 
available. 

I.M.  use:  by  deep  injection  into  the  muscle. 

IV.  use:  inject  slowly,  take  at  least  one  minute  for  each  5 tng(I  ml)  given.  Do 
not  use  small  veins,  i.e.,  dorsum  of  hand  or  wrist.  Use  extreme  care  to  avoid 
intra-arterial  administration  or  extravasation  Do  not  mix  or  dilute  Valium 
with  other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible 
to  administer  Valium  directly  IV,  it  may  be  injected  slowly  tltrough  the 
infusion  tubing  as  close  as  possible  to  the  vein  insertion 
Moderate  anxiety  disorders  and  symptoms  of  anxiety,  2 to  5 mg  I.M.  or  I.V,  anc 
severe  anxiety  disorders  and  symptoms  of  anxiety,  5 to  10  mg  I.M.  or  I.V,  repet 
in  3 to  4 hours  if  necessary;  acute  alcohol  withdrawal,  10  mg  I.M.  or  I.V  initially 
then  5 to  10  mg  in  3 to  4 hours  if  necessary.  Muscle  spasm,  in  adults.  5 to  10  m 
I.M.  or  I.V  initially,  then  5 to  10  mg  in  3 to  4 hours  if  necessary  (tetanus  may 
require  larger  doses);  in  children  administer  I.V.  slowly,  for  tetanus  in  infants 
over  30  days  of  age.  1 to  2 mg  I.M.  or  I.V,  repeat  every  3 to  4 hours  if  necessar 
in  children  5 years  or  older,  5 to  10  mg  repeated  every  3 to  4 hours  as  needed 
Respiratory  assistance  should  be  available. 

Status  epilepticus,  severe  recurrent  convulsive  seizures  (I.V  route  preferred), 

5 to  10  mg  adult  dose  administered  slowly,  repeat  at  10-  to  15-minute  intervals 
to  30  mg  maximum.  Repeat  in  2 to  4 hours  if  necessary,  keeping  in  mind  possi 
bility  of  residual  active  metabolites.  Use  caution  in  presence  of  chronic  lung 
disease  or  unstable  cardiovascular  status.  Infants  (over  30  days)  and  children 
(under  5 years).  0.2  to  0.5  mg  slowly  every  2 to  5 min.,  up  to  5 mg  (I.V  pre- 
ferred). Children  5 years  plus.  1 mg  every  2 to  5 min.,  up  to  10  mg  (slow  I.V 
preferred );  repeat  ia  2 to  4 hours  if  needed.  EEG  monitoring  may  be  helpful. 

In  endoscopic  procedures,  titrate  I.V  dosage  to  desired  sedative  response,  gen: 
ally  10  mg  or  less  but  up  to  20  mg  (if  narcotics  are  omitted)  immediately  prior 
procedure;  if  I.V  cannot  be  used,  5 to  10  mg  I.M.  approximately  30  minutes  pri 
to  procedure.  As  preoperative  medication,  10  mg  I.M.;  in  cardioversion,  5 to 
15  mg  I.V  within  5 to  10  minutes  prior  to  procedure.  Once  acute  symptomatok 
has  been  properly  controlled  with  injectable  form,  patient  may  be  placed  on 
oral  form  if  further  treatment  is  required. 

Management  of  Overdosage:  Manifestations  include  somnolence,  confusion, 
coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure;  emplo\ 
general  supportive  measures,  I.V  fluids,  adequate  airway  Use  levarterenol  or 
metaraminol  for  hypotension.  Dialysis  is  of  limited  value. 

How  Supplied: 

oral  Valium  scored  tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — bottles  c 
100  and  500;  Prescription  Paks  of  50,  available  in  trays  of  10;  Tel-E-Dose®  pack- 
ages of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25  and  in  boxes 
containing  10  strips  of  10. 

Valrelease  (diazepam/Roche)  slow-release  capsules — 15  mg  (yellow  and  blue) 
bottles  of  100;  Prescription  Paks  of  30. 

iniectable:  Ampuls,  2 ml,  boxes  of  10;  Vials,  10  ml,  boxes  of  1;  Tel-E-Ject®  (dis- 
posable syringes),  2 ml,  boxes  of  10.  Each  ml  contains  5 mg  diazepam,  com- 
pounded with  40%  propylene  glycol,  10%  ethvl  alcohol,  5%  sodium  benzoate 
and  benzoic  acid  as  buffers,  and  1.5%  benzyl  alcohol  as  preservative. 


DETECTION  OF  DEEP  VEIN  THROMBOSIS 


Dennis  Sheehe,  M.D. 


Introduction 

Early  detection  of  deep  vein  thrombosis 
(DVT)  is  important  because  of  the  accompany- 
ing risk  of  pulmonary  emboli.  The  risk  of 
pulmonary  emboli  is  significantly  lower  for  calf 
vein  thrombi  than  for  thrombi  of  the  popliteal, 
ileofemoral,  and  pelvic  veins  (proximal  veins). 
Exact  incidence  figures  for  pulmonary  embolism 
from  venous  thrombosis  or  thrombophlebitis  in 
different  veins  are  not  available,  and  establish- 
ment of  precise  figures  is  complicated  by  several 
factors.  First,  the  definition  of  a pulmonary  em- 
bolism ranges  from  asymptomatic  with  changes 
on  lung  scans,  to  the  presence  of  severe  clinical 
symptomatology.  Second,  different  studies  have 
used  different  methods  to  establish  the  presence 
of  DVT.  Third,  the  probability  of  pulmonary 
embolism  with  DVT  is  thought  to  be  greater 
in  patients  with  a serious  illness  than  in  other- 
wise healthy  ambulatory  patients. 

Dr.  Sheehe  is  a first-year  resident  in  the  Department  of  Family 
Practice  at  The  Wilmington  Medical  Center. 

This  paper  was  awarded  the  Academy  of  Family  Physicians 
Award  for  1983. 


Painter  analyzed  the  data  from  studies  that 
measured  lung  scan  changes  with  calf  deep  vein 
thrombosis.1  Thirty  percent  of  patients  with 
calf  DVT  had  lung  changes,  although  very  few 
clinical  events  and  no  deaths  were  reported. 
The  infrequency  of  clinically  significant  pulmon- 
ary emboli  in  association  with  DVT  of  the  calf 
was  further  emphasized  in  three  other  studies  in 
which  no  clinically  evident  pulmonary  emboli 
were  present  in  patients  who  had  calf  DVT  only. 
In  contrast,  Kokker  reported  four  instances  of 
clinically  evident  pulmonary  emboli  in  several 
postoperative  patients  who  had  thigh  and  more 
proximal  thrombi.2 

A recent  study  by  Moser  and  Lemoine  pro- 
vides additional  information  on  the  natural  his- 
tory of  thrombi  in  different  locations.3  None 
of  21  untreated  patients  with  venographic  evi- 
dence of  calf  DVT  only  had  symptoms  or  lung 
scan  changes  indicative  of  pulmonary  emboli. 
In  contrast,  eight  of  15  patients  with  proximal 
DVT  had  lung  scan  changes  consistent  with 
pulmonary  embolism,  and  only  one  of  these  had 
symptoms. 
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Although  long  term  anticoagulant  therapy  for 
calf  DVT  is  common  practice,  its  necessity  is 
still  controversial.  In  contrast,  proximal  DVT 
should  always  be  treated.  Further  studies  are 
necessary  to  establish  the  embolic  prognosis  of 
DVT  in  different  locations. 

Symptoms  of  DVT  are  variable,  depending 
on  the  severity  of  the  occlusion  and  the  amount 
of  phlebitis  (inflammation)  present.  Throm- 
bophlebitis can  be  associated  with  any  combina- 
tion of  erythema,  warmth,  induration  and  ten- 
derness of  the  extremity.  Signs  of  inflammation 
need  not  be  present  for  thrombus  formation  and, 
indeed,  pulmonary  emboli  occur  without  signs 
and  symptoms  of  thrombophlebitis.  Approxi- 
mately 50%  of  fatal  pulmonary  emboli,  many  of 
which  may  be  from  pelvic  thrombi,  occur  with- 
out prodromal  leg  signs.4  Careful  measurement 
of  calf  circumference  can  sometimes  detect  a 
previously  unnoticed  problem.  Aching  pain 
with  muscular  activity,  leg  heaviness,  and  Ho- 
man’s sign  may  also  be  present. 

Increased  risk  of  DVT  is  associated  with  the 
postoperative  period,  the  post  partum  period, 
pregnancy,  congestive  heart  failure,  chronic  pul- 
monary disease,  fracture  or  injury  of  the  lower 
extremity,  and  prolonged  bed  rest. 

The  partial  differential  diagnosis  for  deep 
vein  thrombosis  includes:  ruptured  popliteal  cyst 
(Baker’s  cyst)  or  other  knee  joint  problems; 
strain  or  tear  of  the  gastrocnemius,  soleus,  or 
plantaris  muscles;  hematomata;  lymphangitis  or 
lymphatic  obstruction;  varicose  veins  with  venous 
reflux;  and  cellulitis.  Statistics  on  the  incidence 
of  each  are  unavailable.  Some  physicians,  es- 
pecially rheumatologists,  suggest  that  ruptured 
Baker’s  cysts  are  underdiagnosed.  A number 
of  arthritic  conditions  have  been  associated  with 
them.  Katerndahl  lists  rheumatoid  arthritis, 
Reiter’s  syndrome,  gonoccocal  arthritis,  gouty 
arthritis,  traumatic  arthritis,  meniscus  injury, 
osteochondritis  desiccans,  villonodular  synovitis, 
systemic  lupus  erythematosus,  ankylosing  spon- 
dylitis and  mixed  connective  tissue  disease  as 
possible  causes  of  “pseudothrombophlebitis  syn- 
drome” or  ruptured  Baker’s  cyst.5  A detailed 
schematic  for  evaluation  of  calf  pain  in  an 
arthritic  patient  was  presented  by  Schmitt  et  al;6 
arthrography  is  often  necessary  to  confirm  the 


diagnosis.  Arthrography  alone  is  not  always  a 
sufficient  workup  as  DVT  can  be  induced  by  a 
ruptured  popliteal  cyst. 

Clinical  Diagnosis  of  DVT 

Deep  vein  thrombosis  can  have  a variable 
clinical  presentation.  . Both  the  sensitivity  and 
specificity  of  the  history  and  physical  examination 
for  deep  vein  thromboses  are  notoriously  low. 
Approximately  50%  of  patients  with  clinically 
suspected  DVT  have  negative  venograms.1  No 
specific  symptom  or  combination  of  symptoms 
is  specific  for  either  calf  vein  or  deep  proximal 
vein  thrombosis.  Hull  et  al  studied  160  patients 
with  clinically  suspicious  DVT  and  negative 
venograms.7  Pain,  tenderness,  and  swelling  were 
present  in  59%,  pain  and  tenderness  only  in 
22%,  swelling  only  in  11%,  and  tenderness  and 
swelling  only  in  8%. 

If  all  patients  with  physical  signs  and  symp- 
toms of  DVT  were  treated  for  10  days  in  the 
hospital,  the  costs  would  be  tremendous.  A recent 
study  of  the  cost  effectiveness  of  various  ap- 
proaches to  detecting  DVT  illustrated  this  viv- 
idly.8 In  that  study,  42%  of  the  478  patients 
with  clinical  DVT  had  positive  venograms.  Thus, 
the  false  positive  rate  for  history  and  physical 
exam  was  58%  The  cost  of  diagnosis  and  treat- 
ment of  478  patients  for  a correct  diagnosis  in 
201  patients  with  DVT  would  be  $1,207,046.  In 
Canadian  dollars  this  represented  a cost  of 
$6,319  for  each  accurately  diagnosed  and  ap- 
propriately treated  case  of  DVT.  The  figure 
for  proximal  DVT  was  $9,137.  In  a later  para- 
graph, we  will  compare  these  figures  to  other 
forms  of  DVT  detection. 

Venography 

Venography  is  generally  accepted  as  the  most 
accurate  test  available  for  venous  thrombosis, 
although  its  sensitivity  is  not  firmly  established. 
To  establish  its  accuracy,  surgical  or  autopsy  con- 
firmation of  the  presence  of  thrombi  would  be 
necessary.  Nevertheless,  negative  venography 
is  generally  considered  to  exclude  the  diagnosis 
of  DVT. 

Hull  et  al  recently  reported  on  160  patients 
with  clinically  suspicious  DVT  but  negative  veno- 
grams.7 No  therapy  was  given  to  any  of  the 
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patients  who  were  followed  for  three  months. 
None  died  but  two  did  develop  clinical  signs  of 
DVT.  In  both  cases,  the  DVT  was  presumed  to 
have  been  induced  by  the  venography  itself. 
Both  had  had  negative  impedance  plethysmog- 
j],  | raphy  and  leg  scans  before  venography,  which 
turned  positive  afterward.  Although  thrombi 
may  have  been  undetected  in  some  patients,  this 
Wi  study  gives  evidence  that  they  were  not  clinically 
| l significant. 

The  advantages  of  venography  over  other 
tests  include  accuracy  and  speed,  both  of  which 
are  important  in  this  potentially  fatal  disease. 

I The  disadvantages  are  its  invasiveness,  discom- 
fort to  the  patients,  the  possibility  of  inducing 
DVT  (1%  to  2%),  risk  of  infection  or  hyper- 

II  sensitivity  to  contrast  material,  the  need  for 
specially  trained  personnel,  and  the  requirement 
of  hospitalization  for  venography  in  many  insti- 
tutions. There  is  also  a probability  (as  high  as 

|f  20%  in  some  series)  of  obtaining  an  inadequate 
. study.  One  study  revealed  a 30%  rate  of  conver- 
sion of  leg  scans  from  negative  to  positive  after 
venograms  were  performed  in  63  patients.9  How- 
.j  ; ever,  newer  radiographic  agents  now  in  use  may 
; |i  alleviate  several  of  these  problems. 

Bettman  and  Paulin  also  reported  on  the  inci- 
dence of  immediate  and  delayed  side  effects  of 
1 I venography.10  Fifty-nine  percent  of  their  pa- 
1 tients  got  moderate  or  marked  pain  immediately 
*'  after  injection.  Other  symptoms  included  light- 
headedness, nausea,  vomiting  and  fainting.  Al- 
lergic reactions  occurred  in  about  3%;  delayed 
reactions,  either  inflammatory  or  allergic,  oc- 
curred in  about  25%.  All  side  effects  were  less 
pronounced  when  diluted  contrast  dye  was  used. 
No  permanent  side  effects  or  deaths  were  re- 
ported. 

In  the  study  by  Hull  et  al  on  the  costs  of  the 
detection  of  DVT,  venography  was  much  more 
cost  effective  than  treating  all  patients  with  clini- 
cal signs  and  symptoms  of  DVT.8  This  was  true 
for  both  inpatient  and  outpatient  procedures. 
The  total  cost  of  accurate  diagnosis  and  treat- 
ment of  201  patients  with  positive  venograms  was 
$570,803,  or  $2,840  per  true  case  of  DVT  and 
$4,107  per  true  case  of  proximal  DVT.  Accord- 
ing to  these  calculations,  use  of  the  outpatient 
venogram  to  decide  whom  to  treat  was  more 


than  twice  as  cost  effective  as  clinical  diagnosis, 
which  would  have  resulted  in  478  patients  being 
treated.  For  inpatient  venography,  the  corres- 
ponding figures  were  $3,908  and  $5,651,  the 
higher  costs  resulting  from  the  three  days  spent 
in  the  hospital  by  the  277  patients  who  ultimately 
had  negative  venograms.  A savings  of  more 
than  $1,000  per  diagnosis  of  DVT  was  realized 
by  outpatient  instead  of  inpatient  venography. 

Leg  Scanning  after  I125  Fibrinogen  Administration 

Leg  scanning  is  a procedure  which  involves 
injection  of  radiolabeled  (I125)  fibrinogen  and 
scanning  the  leg  at  specific  locations  with  a 
scintillation  counter  2 to  3 days  later  to  detect 
the  concentrated  areas  of  radioactivity  that  may 
represent  thrombi.  Over  the  past  10  years  num- 
erous studies  to  determine  the  sensitivity  and 
specificity  of  this  test  for  DVT  have  been  done 
using  venography  as  the  standard.  The  major 
impetus  for  these  studies  has  been  the  invasive- 
ness of  the  venography  procedure  as  described 
above. 

Painter  reviewed  many  of  these  studies,  aver- 
aging the  reported  sensitivities  and  specificities 
from  a number  of  them.1  The  average  sensitivity 
of  leg  scanning  for  proximal  DVT  was  60% 
(range  0%  to  84%  in  four  studies)  and  for  calf 
DVT  was  83%  (range  49%  to  100%  in  eight 
studies).  The  average  specificity  for  proximal 
DVT  was  79%  (range  52%  to  90%  in  four 
studies)  and  93%  (range  81%  to  100%  in  eight 
studies)  for  calf  DVT.  Thus,  the  value  of  the 
scintiscan  is  greater  for  calf  thrombi  than  proxi- 
mal thrombi.  The  reason  for  this  is  the  greater 
amount  of  background  activity  in  the  thigh  and 
pelvis.  Other  advantages  include  the  scintiscan  s 
potential  as  a bedside  procedure  and  relative 
noninvasiveness. 

There  are  several  important  disadvantages  of 
radiolabeled  fibrinogen  studies.  Leg  scanning 
detects  only  developing  and  propagating  clots  and 
is  not  good  for  detecting  old  thrombi.  The  ac- 
cumulation of  radioactivity  takes  time;  thus  scin- 
tiscans are  not  good  as  rapid  screening  proced- 
ures. Several  conditions  are  known  to  give  false 
positive  results  including  wounds,  lymphedema, 
arthritis,  cellulitis  and  hematomas.  Detection  of 
a thrombus  does  not  necessarily  mean  it  is  clini- 


Del  Med  Jrl,  Oct  1983— Vol  55,  No  10 


611 


Detection  of  Deep  Vein  Thrombosis — Sheehe 


cally  significant.  I125  fibrinogen  has  a short  half- 
life,  a problem  to  centers  that  do  not  do  a large 
volume  of  leg  scanning  procedures.  Hull  et  al 
did  not  analyze  the  cost  effectiveness  of  this 
procedure  alone  but,  as  noted  later,  analyzed 
it  in  combination  with  impedance  plethysmog- 
raphy. 

Impedance  Plethysmography  (IPG) 

The  technique  of  IPG  is  described  well  by 
Kakar  and  Corrigan.4  In  summary,  it  measures 
the  rate  of  change  of  impedance  that  occurs  in 
an  extremity  as  blood  engorged  veins  in  the  legs 
are  drained.  The  measured  changes  in  blood 
volume  were  originally  those  produced  by  res- 
piratory maneuvers,  but  currently  are  produced 
by  blocking  venous  outflow  from  the  leg  with  a 
pneumatic  cuff.  Engorgement  of  the  legs  with 
blood  reduces  the  electrical  impedance  because 
blood  is  an  electrolyte  solution  and  thus  a good 
conductor  of  an  electrical  current.  Release  of 
the  pneumatic  cuff  results  in  a rapid  increase  in 
impedance  in  a leg  without  outlet  obstruction 
and  slow  increase  in  impedance  in  a leg  with 
an  obstructing  thrombus,  especially  in  a proximal 
vein. 

Sensitivities  of  IPG  for  proximal  DVT  are  su- 
perior to  those  for  calf  DVT.  Figures  from 
Painter’s  review  article  reveal  an  average  sensi- 
tivity of  92%  (range  70%  to  98%)  in  eight 
studies  using  pneumatic  cuff  occlusion  IPG.1  The 
figure  for  calf  DVT  was  23%  (range  0%  to 
43%  ) and  for  calf  and  proximal  DVT  combined 
64%  (range  39%  to  91%).  A 1980  paper  by 
Liapis  et  al  reported  a sensitivity  of  91%  and 
specificity  of  89%  for  major  vein  thrombi,  ie, 
popliteal  and  above,  in  308  limbs.11  Foti  and 
Gurewieh  reported  values  of  77%  and  79% 
for  sensitivity  and  specificity  of  IPG  for  detection 
of  DVT  of  all  veins.12  Recently,  Hanel  et  al  re- 
ported a sensitivity  of  77.3%  and  a specificity 
of  64%  for  DVT  above  the  popliteal.13 

The  advantages  of  IPG  include:  excellent  de- 
tection of  proximal  thrombi  (which  are  thought 
to  be  responsible  for  the  majority  of  pulmonary 
emboli),  its  usefulness  as  a bedside  or  outpatient 
procedure,  and  the  immediacy  of  the  results  it 
produces.  An  important  disadvantage  is  its  poor 
detection  of  calf  thrombi.  Old  thrombi,  es- 


pecially if  recanalized,  may  produce  falsely  nega- 
tive studies.  Extravascular  compression,  con- 
gestive heart  failure,  peripheral  vascular  dis- 
ease, or  a tense  patient  may  result  in  falsely  posi- 
tive tests.  Only  hemodynamically  significant 
clots  are  detected  and  finally,  thrombi  of  the  in- 
ternal iliac  and  profunda  femoris  veins  may  be 
missed.  Hull  et  al  calculated  the  cost  effective- 
ness of  IPG  to  be  good  at  $2,784  per  correctly 
identified  and  treated  case  of  DVT  and  $2,995  for 
proximal  deep  vein  thrombosis.8 

IPG  and  Leg  Scanning  Combined 

In  the  past  five  years,  Hull  et  al  have  pub- 
lished three  papers  on  the  usefulness  of  the  com- 
bination of  IPG  and  leg  scanning  for  the  de- 
tection of  DVT.8-14’15  When  used  together,  the 
two  noninvasive  tests  resulted  in  good  sensitivi- 
ties and  specificities.  Sensitivities  for  detection 
of  DVT  in  the  three  studies  were  92%,  94%,  and 
90%  respectively.  Specificities  were  92%,  91%, 
and  95% . The  safety  of  this  approach  was  illus- 
trated by  the  third  study  in  which  none  of  the 
163  patients  with  both  negative  IPG  and  leg 
scan  were  treated  and  none  developed  a pul- 
monary embolus.  Eleven  of  these  patients  had 
positive  venographs  but  were  not  treated. 

Advantages  of  this  combined  approach  include 
its  noninvasiveness,  adaptability  to  an  outpatient 
setting,  and  good  detection  of  proximal  DVT. 
The  disadvantages  of  each  approach  individu- 
ally are  greatly  reduced  by  the  combination.  The 
cost  effectiveness  was  reported  as  $2,989  for 
each  accurately  diagnosed  and  subsequently 
treated  case  of  DVT  and  $3,986  for  each  case 
of  proximal  DVT.8 

IPG  and  Outpatient  Venogram 

Hull  et  al  also  analyzed  the  cost  effectiveness 
of  doing  venograms  only  on  the  patients  with 
negative  IPGs.8  The  cost  for  each  correctly 
diagnosed  case  of  DVT  was  $2,874;  for  proximal 
DVT  it  was  $4,155.  The  accuracy  of  this  ap- 
proach may  be  even  slightly  better  than  that 
of  venography  alone;  however,  this  could  be 
confirmed  only  by  surgery  or  autopsy  studies. 

Fibrin  Degradation  Products 

Blood  tests  for  the  detection  of  thrombosis  are 
based  on  the  postulate  that  an  increase  in  the 
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fibrin  fragments  produced  by  plasmin  action  is 
due  to  the  presence  of  thrombi.  Indeed,  meas- 
urement of  some  of  those  products  is  a very 
sensitive  test,  but  unfortunately  the  specificity 
is  low.16 

Doppler  Ultrasound 

Doppler  ultrasound  equipment  is  used  to  meas- 
ure the  blood  flow  velocity  through  the  femoral 
vein  after  the  extremity  is  compressed.  Fast 
flow  indicates  no  occlusive  thrombus.  Although 
this  test  is  simple,  it  has  several  disadvantages. 
It  does  not  detect  nonocclusive  thrombi,  and 
false  negative  tests  may  result  from  the  pres- 
ence of  large  collateral  or  very  large  superficial 
veins.4  One  recent  study  reported  a sensitivity 
of  56%  and  a specificity  of  91%  for  detection 
of  DVT  by  this  test,17  while  another  recent  paper 
reported  75.6%  and  88.2%  respectively.13  As 
with  IPGs,  which  also  depend  on  obstruction 
for  results,  the  value  of  ultrasound  in  the  diag- 
nosis of  proximal  thrombi  is  much  greater  than 
for  calf  thrombi.  Overall,  IPG  seems  to  have 
better  sensitivity  and  is  used  more  often  than 
Doppler  ultrasound. 

Fibrin  Products  and  IPG  Combined 

Foti  and  Gurewich  reported  on  the  use  of  the 
combination  of  IPG  and  assay  for  fibrin  deg- 
radation products.12  Their  results  were  91% 
and  93%  for  sensitivity  and  specificity  of  this 
approach.  Both  tests  are  noninvasive,  economi- 
cal, and  practical  to  do. 

Discussion 

The  studies  reviewed  in  the  preceding  para- 
graphs clearly  support  the  feasibility  of  replac- 
ing venography  in  certain  circumstances  with  less 
invasive,  more  cost  efficient  procedures.  No 
single  noninvasive  test  is  as  accurate  as  venog- 
raphy in  thrombus  detection  in  both  calf  veins 
and  proximal  veins.  Noninvasive  tests  that  meas- 
ure venous  blood  flow  occlusion  are  most  sensi- 
tive and  specific  for  proximal  vein  thrombi.  Most 
studies  reported  sensitivities  of  greater  than  90% 
for  IPG  in  the  detection  of  DVT.  Doppler 
ultrasound,  however,  does  not  appear  to  be  quite 
as  sensitive  and  is  not  used  as  frequently  as  IPG. 

Leg  scans  are  not  sensitive  enough  to  replace 
venography,  but  they  detect  oalf  thrombi  well 


and  thus  can  be  used  to  enhance  the  overall 
sensitivity  of  IPG.  The  presence  of  fibrin  split 
products,  especially  fibrinopeptide  A and  fibrin/ 
fibrinogen  fragment  E12,  is  highly  sensitive  for 
venous  thrombosis.  This  test  also  may  be  used 
to  complement  IPG.9 

The  cost  of  an  IPG  and  a scintiscan  in  Canada 
was  $84  while  venography  was  $77.8  At  The 
Wilmington  Medical  Center  in  Wilmington,  Del- 
aware, the  cost  of  an  IPG  plus  scintiscan  is  $233, 
whereas  a venogram  done  by  the  radiology  de- 
partment is  $322  ( 1982 ) . Certainly  these  costs 
vary  from  hospital  to  hospital  across  the  country 
as  does  the  availability  of  these  tests.  For  this 
reason,  it  is  impossible  to  make  a broad  recom- 
mendation for  the  cost-effective  approach  to  de- 
tection of  DVT. 

Two  recent  articles  that  address  the  question 
of  the  best  diagnostic  approach  to  use  in  a pa- 
tient with  suspected  deep  vein  thrombosis  ad- 
vocate an  initial  IPG  and  treatment  if  it  is  posi- 
tive.18’19 If  negative,  one  of  three  approaches 
may  be  taken:  repeat  the  IPG  several  times  in 
the  next  several  days  to  a week,  perform  a leg 
scan,  or  perform  a venogram.  They  prefer  the 
first  two  approaches,  using  a venogram  only  as 
a last  resort  for  reasons  outlined  above.  As  dis- 
cussed, IPG  plus  leg  scanning  is  sensitive,  specific, 
and  safe  for  detection  of  deep  vein  thrombosis 
when  properly  performed.  Repeat  IPG  can  only 
help,  especially  in  a situation  where  the  throm- 
bosis is  progressive. 

A problem  not  addressed  by  this  approach 
is  the  best  method  of  screening  for  DVT  in  high 
risk,  symptom  free  patients.  Further  studies  are 
necessary  to  determine  the  role  of  IPG,  leg  scans, 
and  blood  tests  in  these  situations. 

Cost,  safety,  accuracy,  and  convenience  must 
all  be  considered  when  choosing  an  approach  to 
the  detection  of  DVT.  Great  variation  in  each 
of  these  variables  is  seen  from  one  situation  to 
another,  and  a cookbook  schema  for  detection 
of  DVT  is  not  possible. 

More  research  and  improvement  in  accuracy 
and  availability  of  these  tests  is  definitely  needed. 
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Colleagues  in  Arthur  W.  Colbourn,  M.D.,  of  Wilmington,  has  been  elected  by  the  American 

the  News  College  of  Cardiology’s  Board  of  Trustees  to  serve  as  College  Governor  for 

Delaware.  The  College  Governor  is  the  official  representative  of  the  College 
within  his  or  her  area,  and  is  responsible  for  the  growth  of  the  College  and  the 
promotion  of  its  goals  and  objectives. 

Davis  D.  Durham,  M.D.,  presented  a paper  entitled  “Revolution  in  Cataract 
Surgery  . . . and  Its  Application  to  the  Third  World”  at  a Thomas  Jefferson  Uni- 
versity Alumni  Meeting  on  June  8,  1983. 

Z elimir  Kozic,  M.D.,  and  Magdy  I.  Boulos,  M.D.,  co-authored  an  article  “CT  of 
Lightning  Injury,”  which  appeared  in  the  July /August  1983  issue  of  American 
Journal  of  Neuroradiology. 

Zelimir  Kozic,  M.D.,  and  Otto  Raul  Medinilla,  M.D.,  co-authored  an  article  “Com- 
puted Tomography  of  Lambdoid  Calvarial  Defect  in  Neurofibromatosis,”  which 
was  published  in  the  June  1983  issue  of  Neuroradiology. 

Amir  Mansoory,  M.D.,  and  Diana  Dickson  Witmer,  M.D.,  published  an  article, 
“Z-Plasty  for  Treatment  of  Disease  of  the  Pilonidal  Sinus,”  in  Volume  155  of 
Surgery,  Gynecology,  and  Obstetrics. 

Andrew  G.  Weinstein,  M.D.,  presented  a paper  on  “Crying  Induced  Broncho- 
spasm  in  Childhood  Asthma”  at  the  39th  Annual  Congress  of  the  American  Con- 
gress of  Allergists  in  New  Orleans  in  February  1983. 

For  his  long  service  and  distinguished  contributions  to  the  Delaware  Academy 
of  Family  Physicians,  David  Platt,  M.D.,  of  Wilmington,  will  be  honored  by  that 
Academy,  which  has  designated  the  first  lecture  in  this  Fall  Course,  as  well  as 
all  initial  seminars  in  the  future,  as  the  David  Platt  Lecture. 
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In  Brief 


CLINICAL  MEETINGS  AND  NOTICES 


Robert  O.  Y. 
Warren  Memorial 
Seminar 


ACRM and 
AAPM&R  Annual 
Meeting 


Frontiers  of 
Gynecologic 
Oncology 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics  is  sponsoring  the  1983 
DEVELOPMENTAL  PEDIATRIC  CONFERENCE  AND  DR.  ROBERT  O.  Y.  WARREN 
MEMORIAL  SEMINAR  on  November  3-4,  1983,  in  Wilmington,  Delaware.  Topics  will 
include  Development  of  Early  Intervention  Projects,  Eating  Disorders,  Management  of  Sup- 
purative Bone  and  Joint  Diseases  in  Children,  and  New  Antibiotics  for  the  Pediatrician.  Par- 
ticipants in  the  program  will  be  eligible  for  12  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  AM  A.  Registration  fee  for  both  days  is  $40.  Contact:  Dr.  Robert 
O.  Y.  Warren  Memorial  Seminar,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 

The  American  Congress  of  Rehabilitative  Medicine  and  the  American  Academy  of  Physical 
Medicine  and  Rehabilitation  will  combine  their  1983  ANNUAL  MEETINGS  to  be  held 
November  6-11,  1983,  in  Los  Angeles.  Participants  in  the  courses  will  be  eligible  for  con- 
tinuing education  credit  hours.  Contact:  ACRM/AAPM&R,  Suite  922,  30  North  Michigan 
Avenue,  Chicago,  Illinois  60602.  Telephone:  (312)  236-9512. 

The  Program  of  Continuing  Education  of  the  University  of  Maryland  School  of  Medicine  will 
sponsor  a program  on  FRONTIERS  OF  GYNECOLOGIC  ONCOLOGY  in  Baltimore  on 
November  18-19,  1983.  Contact:  Program  of  Continuing  Education,  University  of  Maryland 
School  of  Medicine,  Room  300,  MSTF,  10  South  Pine  Street,  Baltimore,  Maryland  21201. 
Telephone:  (301)  528-3956. 


Come  meet  our  people. 


they’re 

only 

human. 


With  today’s  life  becoming  so  impersonal  and  being 
governed  by  so  many  rules  and  regulations,  some- 
times you  just  need  someone  to  talk  to.  That’s  why 
we  insist  that  all  our  staff  members  be  friendly,  genuine 
people,  with  the  same  feelings  and  sensitivities  expe- 
rienced by  other  humans.  When  you  come  in  to  ask 
about  a home  mortgage  loan,  IRA,  Now  interest  check- 
ing, regular  checking,  savings  plans  or  any  high  rate 
fixed  term  certificate,  none  of  us  will  bite  you,  nor  will 
we  run  you  through  a data  processing  machine.  We’ll 
talk  with  you,  get  your  ideas,  give  you  a little  advice  if 
you  need  it,  smile  and  try  to  help  you  any  other  way 
we  can — because  we  re  all  human,  and  we  understand. 


Visit  any  of  our  convenient  banking  offices. . . 
Wilmington  658-6881  • Dover  674-3214 


Member  F D I C 


ARTISflnS’ 

SRVinGS  BHnK 


9lh  & T atnafl  Sis  Wilmington  ■ ConconJ  Man 
Midway  PoHy  Drummond  & Graytyn  Crest 
Shopping  Centers  • Dover  Del 
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As  a professional 
you  need  carefully  planned 
insurance  protection  for 

□ yourself 

□ your  business 

□ your  employees 

□ your  property 

□ your  future! 

If  you’d  like  to  know  exactly  how  much  protection  you  need,  call 
today.  We'll  prepare  an  in-depth  analysis  of  your  insurance 
coverage.  There’s  no  cost  or  obligation  on  your  part. 

Dependable  Service  Since  1865 


Wilmington 

Personal  Insurance Delaware  Trust  Plaza  571-5600 

Business  Insurance Delaware  Trust  Plaza  571-5707 

Contractors  Insurance Delaware  Trust  Plaza  571-5705 

J A.  Montgomery  J A.  Montgomery 

Financial  Services,  Inc  Securities  Corporation 

571-5639  571-5631 

Rehoboth  Beach 

125  Rehoboth  Avenue 227-3826 

Seaford 


201  Pine  Street 


629-5585 

(Toll  Free)  856-3247 


In  Brief 


Greater  Delaware 
Valley  Ultrasound 
Society 


The  GREATER  DELAWARE  VALLEY  ULTRASOUND  SOCIETY  will  meet  November  8, 
1983,  and  December  13,  1983,  from  6 p.m.  to  8 p.m.  at  the  Thompson  Auditorium,  Thomas 
Jefferson  University  Hospital,  Philadelphia.  Meetings  of  the  GDVUS  are  approved  for  Cate- 
gory 1 credits.  Contact:  Carol  Williams,  Hospital  of  the  University  of  Pennsylvania,  3400 
Spruce  Street,  Philadelphia,  Pennsylvania  19104. 


Six  Delawareans 
Pass  NTRA  Exam 


Six  Delaware  women  were  among  over  500  successful  candidates  who  took  the  first  Tumor 
Registrars  Certification  Examination  and  are  now  recognized  as  Certified  Tumor  Registrars. 
Margaret  Finocchiaro  (State  Cancer  Registry),  JoAnn  Ciconte  (St.  Francis),  Joanne  DeNisio 
(Wilmington  Medical  Center),  Sandra  Blackwell  (Nanticoke  Memorial  Hospital),  Ida  Ingold 
(State  Registry),  and  Deborah  Capobianco  (Milford  Memorial  Hospital)  are  now  eligible 
to  use  CTR  following  their  name  attesting  to  their  competence  as  tumor  registrars.  The 
National  Tumor  Registrars  Association  (NTRA),  a nonprofit  professional  organization,  is 
dedicated  to  establishing  standards  of  education  for  tumor  registrars,  disseminating  the  latest 
information  on  cancer  patient  management  and  research  development,  monitoring  training  for 
the  continuing  education  of  the  registrars,  and  providing  a network  of  communication  among 
tumor  registrars. 


Victim  Services  The  ANNUAL  REGIONAL  VICTIM  SERVICES  CONFERENCE  sponsored  by  the  Delaware 
Conference  Council  on  Crime  and  Justice  has  been  scheduled  for  November  18,  1983,  at  the  Radisson 
Wilmington  Hotel.  Keynote  speakers  will  include  noted  victimologist  Dr.  Morton  Bard  and 
actress  Theresa  Saldana,  who  is  known  for  her  work  in  such  films  as  “Raging  Bull”  and 
“Defiance.”  Other  workshop  topics  will  include  Media  Exploitation  of  the  Victim,  The  Private 
Sector  and  Victim  Services,  A Look  at  Problems  Faced  by  Survivors  of  Homicide,  A National 
Update  on  Victim  Legislation  and  Services,  and  a review  of  issues  concerning  victims  of 
drunk  driving.  Registration  fee  is  $20.  Contact:  Rose  Downes,  Delaware  Council  on  Crime 
and  Justice,  701  Shipley  Street,  Wilmington,  Delaware  19801.  Telephone:  (302)  658-7174. 


Cardiology  a continuing  medical  education  course  entitled  CARDIOLOGY  SYMPOSIUM— 1983:  A 
Symposium  REVIEW  OF  CURRENT  PROBLEMS  IN  DIAGNOSIS  AND  THERAPY  will  be  held 
December  8-10,  1983,  at  The  Johns  Hopkins  Medical  Institutions,  Baltimore.  The  program 
is  cosponsored  by  the  Cardiology  Division  of  the  Department  of  Medicine,  The  Johns 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T.E.N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


SURGICAL  SUPPORTS 
ORTHOPEDIC  BRACES 
SPORT  SUPPORTS 
ELASTIC  STOCKINGS 
TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SAITS  608  NO.  UNION  STREET 

RENTALS  WILM  . DEL. 

SI  KMC  I PHONE  652-0300 
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THE  ARMY  NEEDS 
PHYSICIANS 
PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a nomcontributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams.  A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity  and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20012 
(301)427-5101/5131 


In  Brief 


Hopkins  University  School  of  Medicine  and  The  Johns  Hopkins  Hospital  and  the  Maryland 
Affiliate  of  the  American  Heart  Association.  Participants  will  be  eligible  for  AMA  Category 
I credits.  The  registration  fee  is  $175.  Contact:  Diane  Heydinger,  Program  Coordinator, 
Office  of  Continuing  Education,  Turner  22,  720  Rutland  Avenue,  Baltimore,  Maryland  21205. 
Telephone:  (301)  955-6046. 

Advances  in  The  American  Cancer  Society  is  sponsoring  a national  conference  on  ADVANCES  IN  CANCER 

Cancer  Therapy  THERAPY  December  8-10,  1983,  in  New  York  City.  The  objectives  of  this  program  are 

to:  increase  knowledge  of  the  new  scientific  and  technical  developments  which  impact  on 
cancer  treatment,  increase  understanding  of  the  relationships  of  newer  therapeutic  modalities 
employed  in  cancer  treatment  and  the  multidisciplinary  approach  to  patient  management, 
promote  the  adoption  of  a more  positive  approach  to  the  curability  of  cancer  when  appropri- 
ate treatment  is  utilized,  and  increase  understanding  of  the  differences  between  standard 
treatment  regimens,  protocol  studies  and  clinical  investigation  in  cancer  therapy  trials.  This 
program  meets  the  criteria  for  16.5  hours  in  Category  I of  the  AMA’s  Physician’s  Recognition 
Award  and  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  Contact: 
Nicholas  G.  Bottiglieri,  M.D.,  Advances  in  Cancer  Therapy  Conference,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York  10017. 


Diagnosis  and 
Treatment  of 
Anxiety  and 
Depression  in 
Patients 


The  Taylor  Manor  Hospital  and  the  Eastern  State  Hospital  are  cosponsoring  a symposium 
entitled  ANXIETY  AND  DEPRESSION  IN  OFFICE  PATIENTS:  DIFFERENTIAL  DIAG- 
NOSIS AND  TREATMENT  on  December  10,  1983,  in  Williamsburg,  Virginia.  Participants 
in  the  program  will  be  eligible  for  six  hours  of  Category  I credit.  Registration  fee  is  $50.00. 
Contact:  Mary  Ann  Ayd,  P.O.  Box  16315,  Baltimore,  Maryland  21210.  Telephone:  (301) 
435-6562. 


The  Easy-Lift™  Chair 
can  give  your  patients 
greater  independence 


At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they’ve  been  missing  through  reli- 
ance or  help  from  others. 

And,  it  s particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor’s  Bag  locations. 


& comfort. 


THE  DOCTOR'S  BAG 

1908  Kirkwood  Hwy at  Harmony  Rd  , Newark 
Wheelchair  Accessible  • 454-9976 
1320  Washington  St. , Wilmington  • 654-9976 
Rt  30,  Frazer  Shopping  Center,  Frazer,  PA. 
(215)  644-1102 
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REPORT  OF  THE  PRESIDENT 


It  is  not  an  exaggeration  to  state  that  almost 
every  problem  that  physicians  face  today  in  some 
way  or  another  stems  from  concern  over  health 
care  costs.  Next  to  unemployment,  inflation  in 
health  care  costs  concerns  the  public,  industry, 
and  the  government  more  than  anything  else. 
As  a result,  organized  medicine  faces  constant 
pressures  from  legislatures,  both  national  and 
state,  federal  and  state  regulatory  agencies,  in- 
dustry, labor,  the  media,  and  many  other  spe- 
cial interest  groups  including  other  health  pro- 
fessionals. Our  activities  are  constantly  being 
looked  at  and  monitored  critically,  almost  as  if 
we  were  under  a microscope.  Challenges  to 
our  way  of  doing  things  will  continue,  and  the 
pressure  to  change  will  not  let  up. 

This  past  year  has  been  one  of  continuing 
challenge  for  the  Medical  Society  of  Delaware, 
and  I am  pleased  to  report  that  athough  bruised 
a little  bit,  we  have  succeeded  in  accomplishing 
our  objectives  in  most  areas. 

Our  concern  over  health  oare  costs  was  clearly 
delineated  to  everyone  by  our  voluntary  action 
in  restraining  fee  increases.  I believe  that  this 
was  the  first  such  aotion  taken  in  this  country 
by  a medical  society.  More  than  70%  of  our 
members  participated  in  this  voluntary  action. 

In  the  area  of  legislation,  we  have  resolved 
our  differences  with  the  nursing  profession,  and 
the  podiatrists.  Hopefully,  we  will  see  the  be- 
ginning of  a reduction  in  the  antagonism  between 
physicians  and  nurses.  There  still  remain  legis- 


lative concerns  involving  social  workers  and  chiro- 
practors. Finally,  the  Board  of  Medical  Practice 
is  scheduled  for  review  under  the  existing  Sun- 
set Review  Law. 

We  have  also  been  successful  in  establishing 
dialog  with  the  Business  Coalition  and  have  re- 
newed our  interest  in  the  activities  of  DELRO. 
A major  effort  has  been  made  to  reestablish 
lines  of  communication  with  our  Professional 
Review  Organization. 

The  Medical  Society  of  Delaware  and  DELRO 
have  compatible  objectives  in  the  areas  of  QUAL- 
ITY OF  CARE  and  NECESSITY  OF  CARE. 
However,  COST  OF  CARE  should  not  be  our 
objective  if  it  is  done  at  the  expense  of  “quality 
and  necessity.”  In  addition,  as  a Society  repre- 
senting almost  all  of  the  actively  practicing  phy- 
sicians in  this  state,  we  want  our  members  to  be 
treated  fairly  in  any  disciplinary  action  and  think 
that  sanctions  should  be  imposed  only  after  all 
efforts  at  education  are  exhausted.  I believe  that 
in  the  area  of  education  the  Medical  Society  of 
Delaware  can  be  and  is  willing  to  be  of  assist- 
ance to  DELRO. 

I have  asked  Dr.  E.  Wayne  Martz,  Chairman 
of  the  Public  and  Professional  Education  Com- 
mittee, to  expand  the  mission  of  that  committee. 
On  a voluntary  and  confidential  basis,  any  mem- 
ber of  this  Society  may  ask  the  Public  and  Pro- 
fessional Education  Committee  to  review  ap- 
propriate records  for  purposes  of  education  of 
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this  member  in  the  area  of  inappropriate  admis- 
sions, consultations,  and  quality  and  necessity 
of  care.  A similar  mechanism  can  be  used  in 
problems  related  to  DRG  reimbursement.  Should 
it  be  found  during  the  review  and  educational 
process  that  charges  of  inappropriateness  are 
not  confirmed,  then  I would  anticipate  that  sup- 
port would  be  given  to  those  members. 

The  concern  over  the  future  availability  of 
malpractice  insurance  at  a reasonable  price  re- 
mains. We  are  about  to  enter  into  our  second 
year  of  our  relationship  with  PHICO,  and  it 
appears  that  the  rates  will  remain  fairly  stable. 

The  Medical  Society  of  Delaware  has  been 
involved  in  cooperative  efforts  with  many  other 
groups  including  our  state  judicial  system,  the 
State  Board  of  Pensions,  the  State  Bar  Associa- 
tions and  our  hospitals. 

We  continue  to  explore  the  feasibility  of  de- 
veloping an  IPA  in  cooperation  with  an  estab- 
lished third  party  insurer. 

Our  objective  of  developing  alternative  sources 
of  income  for  our  Society  is  about  to  bear  fruit. 
I am  happy  to  report  that  we  have  been  success- 
ful in  establishing  an  insurance  brokerage  sub- 
sidiary for  our  members,  and  that  we  will  begin 
with  malpractice  insurance  and  life  insurance, 
and  as  our  expertise  improves  we  will  expand 
into  other  types  of  coverage. 


My  one  additional  and  major  concern  is  over 
the  lack  of  enthusiasm  of  many  of  our  members 
and  their  failure  to  actively  participate  in  Society 
activities.  This  is  particularly  true  of  our  younger 
members,  to  whom  we  must  look  for  our  leader- 
ship in  the  future.  I would  suggest  that  our 
incoming  President  appoint  a search  committee 
whose  mission  will  be  to  seek  out  physicians 
who  have  the  potential  for  leadership.  There  is  no 
question  that  the  material  is  there.  It  is  up  to  us 
to  seek  it  out  and  to  nurture  it. 

Finally,  I want  again  to  thank  my  peers  for  the 
honor  of  allowing  me  to  serve.  I hope  that  I 
have  not  disappointed  them.  In  addition,  I 
would  like  to  thank  the  members  of  the  Board 
of  Trustees  for  their  support  and  counsel,  as  well 
as  all  the  committee  chairmen  and  members  and 
our  excellent  staff  directed  by  Anne  Bader.  In 
particular,  I would  like  to  thank  our  Vice  Presi- 
dent, Dr.  Ben  Corballis,  who  has  done  a tre- 
mendous job  for  our  Society  in  handling  all  the 
intricacies  and  negotiations  of  the  malpractice 
insurance  program  and  in  developing  the  broker- 
age subsidiary. 
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SONOGRAPHY  OF  THE  GENITOURINARY  SYSTEM: 
AN  UPDATE 


Matthew  D.  Rifkin,  M.D. 
Steven  L.  Edell,  D.O. 


In  its  early  stages,  diagnostic  ultrasound  was 
initially  used  to  differentiate  cystic  from  solid 
lesions.  The  kidney  was  the  first  of  many  organs 
to  be  examined  by  this  non-ionizing  imaging 
modality;  the  differentiation  of  renal  cysts  from 
solid  tumors  was  clearly  defined  with  simple 
A-mode  examinations.1  Further  refinements  in 
ultrasound  technology  have  produced  units  with 
superior  resolution  that  can  provide  additional 
anatomic  information  leading  to  more  accurate 
diagnosis  of  renal  pathology.  Since  the  late 
1970s,  evaluation  of  the  genitourinary  tract  by 
ultrasound  has  been  expanded  to  include  the 
urinary  bladder,  prostate,  and  scrotum. 

Kidneys 


The  differentiation  between  diffuse  renal  dis- 


Dr  Rifkin  is  Associate  Professor  of  Radiology  at  Jefferson 
Medical  College. 

Dr.  Edell  is  Chairman  of  the  Department  of  Radiology  at 
Riverside  Hospital,  Wilmington,  Delaware. 


ease  and  focal  abnormalities  can  now  often  be 
clearly  defined  with  ultrasound.2  In  the  normal 
kidney,  the  renal  collecting  system  is  easily 
differentiated  from  the  renal  parenchyma.  The 
pelvis,  infundibulum,  and  calyces  are  brightly 
echogenic  due  to  their  fibrous  material,  vascular 
structures,  and  fatty  deposition;  the  renal  paren- 
chyma consists  of  homogeneous,  moderate-level 
echoes,  slightly  less  bright  than  the  surrounding 
liver  or  spleen.  Occasionally,  the  less  echogenic 
renal  pyramids  are  seen  between  the  renal  cor- 
tex and  the  collecting  system.  (Figure  1)  While 
ultrasound  can  evaluate  renal  size  and  acoustic 
texture,  it  cannot  determine  renal  function.  This 
is  still  evaluated  by  isotope  scanning  or  excretory 
urography. 

Diffuse  renal  abnormalities  have  been  termed 
type  I disease.  As  the  renal  disease  progresses, 
the  kidney  becomes  smaller  and  the  renal  paren- 
chymal echoes  increase  due  to  the  deposition  of 
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FIGURE  1 
NORMAL  KIDNEY 

The  normal  kidney  (arrows)  is  noted  posterior 
to  the  liver  (L).  This  longitudinal  image  demon- 
strates the  echogenic  renal  pelvis  (P),  the  less 
echogenic  renal  cortex  and  the  renal  pyramids 
(arrowheads)  extending  from  the  renal  pelvis. 
There  is  no  evidence  of  calyceal  dilatation. 
(H)=toward  patient's  head 


hyaline  and  collagen  along  the  glomerular  mem- 
branes. In  acute  or  subacute  diffuse  renal  dis- 
ease, such  as  in  glomerulonephritis,  the  kidneys 
may  enlarge,  as  well  as  produce  increased  echo- 
genicity throughout  the  renal  parenchyma.2 

Focal  renal  abnormalities  are  called  type  II 
disease.  The  most  common  entity  in  this  group 
is  the  simple  renal  cyst  which  is  clearly  defined 
with  ultrasound.  It  is  diagnosed  if  three  criteria 
are  present:  there  should  be  no  internal  echoes, 
the  cyst  walls  should  be  clearly  defined  through- 
out, there  should  be  enhanced  through  transmis- 
sion which  implies  a fluid-filled  mass  as  opposed 
to  a solid  interior  which  would  absorb  the  sound 
beam.  (Figure  2)  Although  initially  percutane- 
ous renal  cyst  puncture  was  advocated  to  con- 
firm the  diagnosis  of  these  lesions,  the  sensitivity 
of  present-day  equipment  is  such  that  renal  cyst 
puncture  is  advocated  only  if  the  mass  does  not 
meet  the  criteria  listed  above.  Drainage  may 
also  be  indicated  if  the  cyst  compresses  the  renal 
collecting  system  causing  obstruction  or  if  the 
patient  has  pain  from  impingement  of  neural 
branches.  When  these  lesions  are  percutane- 
ously  punctured,  often  utilizing  ultrasound  guid- 
ance, cytologic  evaluation  of  the  fluid  is  all 
that  is  required  to  exclude  a neoplastic  process. 

Hydronephrosis  can  be  clearly  identified  and 
differentiated  from  other  causes  of  renal  failure. 
(Figure  3)  This  is  particularly  important  in  the 


FIGURE  2 
RENAL  CYST 

This  longitudinal  image  demon- 
strates an  anechoic  fluid-filled 
mass,  a simple  cyst  (C)  in  the 
lower  portion  of  the  kidney  (K). 
(H)=toward  patient's  head 
L=liver 
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evaluation  of  a patient  in  acute  renal  failure  when 
intravenous  pyelography  is  contraindicated.  In 
these  patients  ultrasound  can  quickly  and  ac- 
curately differentiate  between  intrinsic  renal 
disease  and  obstruction  of  the  collecting  system. 

! 

Nephrosonography 

In  patients  with  severe  obstruction  in  whom 
pyonephrosis  is  suspected  but  obstruction  is  not 
defined,  percutaneous  catheter  placement  ( neph- 
rostomy) can  be  performed  to  delineate  the  site 
of  obstruction  and/or  give  temporary  relief  of  the 
obstruction  by  drainage.3  In  patients  with 
chronic  diseases,  such  as  bladder  neoplasms, 
permanent  percutaneous  nephrostomy  drainage 
has  been  established  for  up  to  three  years. 
These  procedures  are  usually  performed  with  a 
combination  of  ultrasonic  and  fluoroscopic  guid- 
ance. 

Solid  lesions  within  the  kidney  cause  irregu- 
larity of  the  cortex,  deviation  of  the  renal  col- 
lecting system,  and  are  echogenic,  although  of 
different  acoustic  reflectivity  than  normal  renal 
I tissue.4  (Figure  4)  The  differentiation  from 
■ simple  cysts  is  usually  clear;  the  distinction  be- 
1 tween  the  various  infiltrating  processes,  eg,  hy- 
pernephroma, angiomyolipoma  and  lymphoma, 
may  be  suggested  but  is  often  not  definitive  with- 
i out  tissue  diagnosis.  Transitional  cell  carcinoma 
will  cause  distortion  of  the  renal  pelvis  and  has 


FIGURE  3 
HYDRONEPHROSIS 

A longitudinal  image  demonstrates  the  kidney 
(arrows)  and  the  renal  pelvis  which  is  dilated 
due  to  obstruction  (arrowheads). 

(H)=toward  patient's  head 

a slightly  different  acoustic  texture  than  the 
renal  collecting  system. 

Nephrosonography  has  been  reliable  in  de- 
tecting the  presence  of  nonopaque  as  well  as 


FIGURE  4 

RENAL  CELL  CARCINOMA 
Longitudinal  image  demonstrates 
an  echogenic  mass,  a renal  cell 
carcinoma  (M)  in  the  upper  por- 
tion of  the  kidney  (K). 
(H)=toward  patient's  head 
L=Liver 
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opaque  renal  stones.5  While  the  calculi  are 
brightly  echogenic,  as  are  the  echoes  from  the 
central  echo  complex,  the  stones  will  cause  an 
acoustic  shadow  (a  lack  of  sound  transmitting 
through  the  stone ) similar  to  that  recorded 
with  the  sonographic  demonstration  of  gallstones. 
(Figure  5)  Stones  as  small  as  a few  millimeters 
have  been  defined  utilizing  this  method.  These 
calculi  are  occasionally  difficult  to  see  both  on 
the  urogram  and  on  the  plain  films  of  the  ab- 
domen because  of  the  obscuration  from  overly- 
ing bowel  gas  and/or  fecal  material. 

Urinary  Bladder 

Current  sonographic  equipment  has  improved 
the  preoperative  evaluation  of  the  urinary  blad- 
der. One  of  the  best  examples  is  the  demon- 
stration of  bladder  calculi.6  (Figure  6)  Because 
of  the  ability  of  ultrasound  to  scan  large  areas, 
mass  lesions  in  the  pelvis,  both  intrinsic  and 
extrinsic  to  the  bladder,  can  be  defined  and  often 
differentiated.  Bladder  diverticulum,  uretero- 
celes, and  ectopic  ureteroceles  are  imaged  as 
fluid-filled  structures  connected  to  the  vesical 


FIGURE  5 
RENAL  CALCULUS 

Longitudinal  image  of  the  kidney  (arrows)  dem- 
onstrates a bright  echogenic  foci  in  the  area 
of  the  renal  pelvis  (arrowhead)  with  acoustic 
shadowing.  This  is  typical  of  a renal  calculus. 
(H)=toward  patient's  head 


wall.  Bladder  tumors  can  be  defined  with  the 
standard  ultrasound  approach,  that  is,  with  the 
transducer  placed  on  the  lower  abdomen  scan- 
ning through  a fluid-filled  urinary  bladder.7,8 
However,  differentiation  of  grade  I and  II  lesions 
is  sometimes  difficult  although  the  grade  III  and 
IV  lesions  are  accurately  staged  with  this  method. 
(Figure  7) 

Recently,  a high  resolution  technique  with  an 
ultrasound  transducer  placed  at  the  tip  of  a 
cystoscope  has  been  developed.9  This  method 
(transurethral  endoscanning)  allows  sharp  de- 
marcation of  the  bladder  walls  with  definition 
of  its  layers.  Even  small  grade  I lesions  have 
been  detected  utilizing  this  method.  These  small 
superficial  lesions  can  be  visualized  cystoscopic- 
ally,  but  extension  into  the  wall  oannot  be  de- 
fined with  standard  cystoscopic  methods.  The 
endoscanning  technique  has  allowed  determina- 
ation  and  accurate  staging  of  these  small  lesions. 

Prostate 

Ultrasound  of  the  prostate  has  been  used  in 
the  past  to  define  prostatic  size  and  define  some 


FIGURE  6 

BLADDER  CALCULUS 

A longitudinal  image  of  the  urinary  bladder  (B) 
demonstrates  an  echogenic  focus  (arrowhead) 
with  acoustic  shadowing.  This  is  diagnostic  of 
a renal  calculus. 
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FIGURE  7 

INVASIVE  BLADDER  CARCINOMA 
A transverse  image  of  the  blad- 
der (B)  demonstrates  a large  in- 
filtrating mass  (T)  which  is  invad- 
ing both  intra  and  extravesically. 
(R)=toward  patient's  right  side 


intrinsic  abnormalities  of  the  gland.10  Using  a 
conventional  approach  with  the  transducer  placed 
on  the  lower  abdomen,  the  prostate,  particularly 
if  enlarged,  can  be  evaluated.  Accurate  evalu- 
ation of  prostatic  size  is  beneficial  in  planning 
the  appropriate  surgical  approach  for  those  pa- 
tients requiring  resection  of  the  prostate  for 
benign  hypertrophy.  Patients  with  bladder  out- 
let obstruction  can  also  be  evaluated  for  residual 
urine  volume  by  using  simple  ultrasonic  measure- 
ments.11 No  catheterization  is  needed. 

Evaluation  of  small  focal  lesions  of  the  pros- 
tate, however,  has  been  limited  with  the  ab- 
dominal approach.  A new  technique,  in  which 
a transducer  is  placed  in  the  tip  of  a probe 
which  is  inserted  into  the  rectum,  has  been  able 
to  differentiate  and  delineate  small  lesions  of  the 
prostate.  (Figure  8)  Recent  evidence  suggests 
that  the  detection  of  subtle  prostatic  abnormali- 
ties is  frequently  possible,  and  although  the 
differentiation  between  benign  and  malignant 
changes  are  not  definite,  techniques  have  been 
developed  using  ultrasonic  guidance  to  biopsy 
acoustically  suspicious  areas.12-13  Further  studies 
have  also  demonstrated  the  ability  to  detect 
clinically  unsuspected  lesions  within  the  prostate 
gland.13 

Scrotum 

With  the  development  of  high  resolution  scan- 
ners, ultrasonic  evaluation  of  the  testis  and  other 
scrotal  contents  has  emerged.14-15  The  differen- 


FIGURE  8 

PROSTATIC  CARCINOMA 


A transrectal  ultrasound  of  the  prostate  with  the 
probe  placed  in  the  rectum  (R)  demonstrates 
the  prostate  (arrows)  and  echogenic  focus  in  the 
central  portion  of  the  gland  (arrowheads).  This 
was  a clinically  unsuspected  carcinoma. 
B=urinary  bladder 
SP=symphysis  pubis 
(H)=toward  patient's  head 
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FIGURE  9 

TESTICULAR  MALIGNANCY 
Transverse  image  demonstrates 
a normal  right  testis  (T)  and  an 
infiltrated  left  testis  (arrow- 
heads). There  is  minimal  residual 
normal  tissue  in  the  involved 
testicle. 

(R)=patient's  right  side 


tiation  of  testicular  from  extratesticular,  inter- 
scrotal  pathology  has  become  quite  accurate. 
Inflammatory  changes  of  the  epididymis  are 
clearly  defined  and  can  be  distinguished  from 
intratesticular  pathology.  This  has  particular 
importance  in  those  patients  suspected  of  having 
torsion  of  the  testis  which  may  mimic  epididy- 
mitis clinically. 

Ultrasound  has  also  demonstrated  infiltrating 
neoplastic  lesions  within  the  testis.16,17  Common 
neoplasms  in  young  men,  seminoma,  embryonal 
cell  carcinoma,  and  choriocarcinoma,  can  be 
accurately  diagnosed.  (Figure  9)  Other  infiltrat- 
ing processes,  particularly  those  of  systemic 
disorders,  such  as  lymphoma,  leukemia  and  sar- 
coidosis, have  also  been  documented  ultrasonic- 
ally.  Although  histologic  differentiation  of  these 
various  infiltrating  processes  is  usually  not  pos- 
sible, with  ultrasound,  the  ability  to  detect 
clinically  unsuspected  lesions  of  the  testes  has 
been  quite  helpful. 

Recently,  high  resolution  scanners  have  been 
reliable  in  defining  both  clinically  obvious  as 
well  as  subtle  varicoceles.18  This  has  been  of 
particular  clinical  importance  since  there  is 
evidence  that  both  large  and  small  varicoceles 
are  a cause  of  male  subfertility.  Ultrasound  has 
been  an  excellent  noninvasive  method  to  detect 
these  abnormalities. 

In  conclusion,  state-of-the-art  ultrasound  is 
an  increasingly  accurate  and  reliable  imaging 


modality  which  can  define  and  delineate  various 
pathologic  processes  and  guide  multiple  invasive 
procedures  for  treating  diseases  of  the  genito- 
urinary system. 


REFERENCES 

1.  Goldberg  BB,  Pollack  HM.  Differentiation  of  renal  masses 
using  A-mode  ultrasound.  J Urol.  1971;  105:765. 

2.  Rosenfield  AT,  Siegel  NJ.  Renal  parenchymal  disease:  histo- 
pathologic-sonographic correlation.  Am  J Roentgen.  1981; 
137:793-798. 

3.  Coleman  BG,  Arger  PH,  Mulhern  CB,  et  al.  Pyonephrosis: 
sonography  in  the  diagnosis  and  management.  Am  J Roentgen. 
1981  ; 137:939-943. 

4.  Charbeneau  JW,  Hattery  RR,  Ernst  EC  III,  et  al.  Spectrum 
of  sonographic  findings  in  125  renal  masses  other  than  benign 
simple  cyst.  Am  J Roentgen.  1983;  140:87-94. 

5.  Edell  SL,  Zagel  H.  Ultrasonic  evaluation  of  renal  calculi. 
Am  J Roentgen.  1978;  130:261-263. 

6.  Rosenfield  AT,  Taylor  KJW,  Weiss  RM.  Ultrasound  evalua- 
tion of  bladder  calculi.  J Urol.  1979;  121:119-120. 

7.  Itzchak  Y,  Singer  D,  Fishchelovitch  Y.  Ultrasonographic 
assessment  of  bladder  tumors.  II.  Clinical  staging.  J Urol. 
1981 ; 126:31. 

8.  Singer  D,  Itzchak  Y,  Fishchelovitch  Y.  Ultrasonographic 
assessment  of  bladder  tumors.  II.  Clinical  staging.  J Urol. 
1981;  126:34. 

9.  Schuller  J,  Walther  V,  Schmiedt  E,  et  al.  Intravesical  ultra- 
sound tomography  in  staging  bladder  carcinoma.  J Urol.  1982; 
128:264-266. 

10.  Greenberg  M,  Neintan  HL,  Brandt  TD,  et  al.  Ultrasound  of 
the  prostate-analysis  of  tissue  texture  and  abnormalities.  Radi- 
ology. 1981 ; 141 :757-762. 

11.  McLean  GK,  Edell  SL.  Determination  of  bladder  volumes  by 
gray  scale  ultrasonography.  Radiology.  1978;  128:181-182. 

12.  Rifkin  MD,  Kurtz  AB,  Goldberg  BB.  Prostate  biopsy  utilizing 
transrectal  ultrasound  guidance:  diagnosis  of  nonpalpable  can- 
cers. J Ultrasound  Med.  1983;  2:165-167. 

13.  Rifkin  MD,  Kurtz  AB,  Choi  HY,  Goldberg  BB.  Endoscopic 

ultrasonic  evaluation  of  the  prostate  utilizing  a transrectal 
probe : prospective  evaluation  and  acoustic  characterization. 

Radiology.  1983;  149:265-271. 

14.  Leopold  GR,  Woo  VL,  Scheible  FW,  et  al.  High  resolution 
ultrasonography  of  scrotal  pathology.  Radiology.  1979;  131: 
719-722. 

15.  Arger  PH,  Mulhern  CB,  Coleman  BG,  et  al.  Prospective 
analysis  of  the  value  of  scrotal  ultrasound.  Radiology.  1981; 

141:763-766. 

16.  Blei  L,  Sihelnik  S,  Bloom  D,  et  al.  Ultrasonographic  analysis 
of  chronic  intratesticular  pathology.  T Ultrasound  Medicine. 
1983;  2:17-23. 

17.  Glazer  HS,  Lee  JKT,  Melson  GL,  et  al.  Sonographic  detection 
of  occult  testicular  neoplasms.  Am  J Roentgen.  1982;  138: 
673-675. 

18.  Rifkin  MD,  Foy  PM,  Kurtz  AB,  et  al.  Varicoceles— The  role 
of  diagnostic  ultrasound.  J LTltrasound  Medicine.  1983:  2: 
271-276. 


638 


Del  Med  Jrl,  Nov  1983 — Vol  55,  No  11 


maohine,  the  plan  of  even  the  most  ambitious 
building  project  was  apt  to  be  limited  to  one 
original  drawing. 

A fascinating  example  of  a single  building 
plan  for  a “hospital”  is  the  ninth  century  plan 
in  red  and  black  ink  on  parchment  for  the 
building  of  the  monastery  of  St.  Gall.  Encouraged 
by  Charlemagne,  the  Benedictine  monks  de- 
cided upon  a grand  remodeling  of  their  monas- 
tery, a ninth  century  Plan  Omega,  so  to  speak. 
Two  centuries  later,  a monk  from  the  same  mon- 
astery came  across  the  44-inch  piece  of  parch- 
ment (made  by  sewing  together  pieces  from 
several  lamb  skins)  and  used  its  backside  to 
write  a life  of  St.  Martin. 

The  grand  plan  of  St.  Gall  includes  several 
structures  considered  necessary  for  the  health 
care  of  the  community,  for  the  monks  of  St. 
Gall  were  still  heeding  the  words  of  the  founder 
of  their  order,  St.  Benedict,  who  some  four 
centuries  earlier  had  admonished:  “Before  all 
things  and  above  all  things  let  care  be  taken 
of  the  sick.”  Benedict  additionally  counseled 
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the  sick  “not  to  provoke  their  brethren  with  un- 
reasonable demands.” 

About  10%  of  the  entire  monastic  site  was 
allocated  to  an  infirmary,  a house  for  physicians 
which  included  a secure  pharmacy,  a ward  for 
the  sickest  patients,  a special  house  for  bleeding, 
and  a medicinal  herb  garden.  Many  of  the 
herbs  bear  names  we  still  recognize:  lily,  rose, 
mint,  rosemary,  iris,  fennel. 

The  practice  of  healing  was  considered  an 
“honorable  pursuit  of  monastic  learning,”  al- 
though the  populace  in  general  was  advised 
not  to  “place  your  hope  in  herbs,  nor  trust  to 
human  counsel  alone.”  One  of  the  monks 
possessing  healing  skills  as  well  as  the  abilities 
to  prepare  medicine  from  herbs  was  given  the 
title  of  physician  to  the  monastery.  Monasteries 
such  as  that  at  St.  Gall  were  thus  the  forerunners 
of  our  modern  secular  as  well  as  of  our  denomi- 
national hospitals. 


The  plan  of  St.  Gall  has  been  studied  re- 
peatedly by  scholars  since  it  was  rediscovered 
in  1604,  having  been  erroneously  catalogued  in 
1461  as  a plan  of  the  house  of  St.  Martin.  Re- 
cently, the  University  of  California  published  a 
three  volume  work  on  St.  Gall  by  Walter  Horn 
and  Ernest  Born,  which  costs  an  astonishing 
$450.  The  work  has,  however,  been  made  gen- 
erally available  in  a brief  but  still  copiously 
illustrated  version  by  Lorna  Price  from  which 
the  quotations  in  this  essay  have  been  taken.1 

Will  the  plan  of  the  Christiana  Division  of 
The  Wilmington  Medical  Center  last  for  11 
centuries?  If  it  does,  will  there  be  scholars  in- 
terested in  interpreting  the  room  of  the  CAT, 
the  temple  of  the  SMA,  and  the  high  priest  called 
Coulter?  In  this  nuclear  age,  let  us  all  hope  so. 

Bernadine  Z.  Paulshock,  M.D. 

1.  Price  L.  The  plan  of  St.  Gall.  Berkeley,  California:  University 
of  California  Press,  1982. 
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INTRACEREBRAL  ARTERIOVENOUS  FISTULA 
WITH  ASSOCIATED  BRAIN  ABSCESS 


Peter  S.  Huang,  M.D. 
Alan  J.  Fink,  M.D. 


Brain  abscess  formations  are  known  to  occur 
with  cyanotic  congenital  heart  disease,1-2  pul- 
monary arteriovenous  fistula,3-4  subacute  bac- 
terial endocarditis  and  hereditary  hemorrhagic 
telangiectasia.5-6  Traumatic  intracranial  arterio- 
venous  fistula  of  the  meningeal  vessels  has  been 
previously  reported.710  However,  traumatic  in- 
tracerebral arteriovenous  fistula  other  than  caro- 
tid-cavernous is  extremely  rare.9  We  are  report- 
ing a patient  with  brain  abscess  associated  with  a 
traumatic  intracerebral  arteriovenous  fistula. 

Dr.  Huang  is  Senior  Attending,  Section  of  Neurosurgery, 
Department  of  Surgery,  The  Wilmington  Medical  Center. 

Dr.  Fink  is  Senior  Attending.  Section  of  Neurology,  Depart- 
ment of  Medicine,  The  Wilmington  Medical  Center. 


Case  Report 

A 30-year-old  male  became  involved  in  a fight 
after  having  several  drinks.  His  head  was  held 
to  the  ground  and  struck  repeatedly  until  he 
lost  consciousness.  He  was  admitted  to  the 
hospital  with  a diagnosis  of  cerebral  contusion 
and  traumatic  subarachnoid  hemorrhage.  He 
regained  consciousness  after  one  week  and  was 
discharged  after  three  weeks.  Approximately 
three  to  six  months  after  discharge,  he  started 
to  complain  of  frequent  headaches  and  was  noted 
to  have  a personality  change  characterized  by 
an  increase  in  aggressive  behavior. 
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FIGURE  1 

CT  scan  of  brain  shows  an  enhanced,  multilocular 
mass  with  surrounding  edema  at  left  posterior 
parietal  region. 


Brain  Abscess — Huang 

Eight  years  later,  at  the  age  of  38,  the  patient 
was  brought  to  the  Emergency  Room  because 
of  severe  headaches  persistent  for  three  months 
and  progressive  confusion.  There  was  no  his- 
tory of  paranasal  sinus  infection,  dental,  or  sys- 
temic infection. 

Physical  examination  did  not  reveal  fever, 
skull,  or  neck  bruits,  heart  murmur,  or  skin 
lesions.  Neurological  examination  revealed  Gerst- 
mann’s  syndrome,  a right  homonymous  hemi- 
anopsia, and  a mild  right  hemiparesis.  A CT 
brain  scan  showed  an  enhanced  cystic  mass 
lesion  in  the  left  posterior  parietal  region  with 
cerebral  edema.  (Figure  1)  Left  carotid  and 


FIGURE  2 


Left  carotid  arteriogram,  AP  view,  (A)  reveals  an  arteriovenous  fistula  originating  from  the  proximal 
portion  of  the  middle  cerebral  artery,  and  midline  shift  due  to  an  avascular  mass  in  the  posterior 
parietal  area.  Lateral  view  (B)  shows  the  fistula  draining  into  the  internal  cerebral  vein  with  early 
opacification  of  transverse  sinus. 
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left  vertebral  angiography  revealed  an  arterio- 
venous fistula  that  originated  from  the  proximal 
portion  of  the  left  middle  cerebral  artery  and 
drained  into  the  internal  cerebral  vein.  (Figure 
2)  A large  avascular  mass  was  seen  in  the 
left  parietal  occipital  region  immediately  pos- 
terior to  the  origin  of  the  arteriovenous  fistula. 

At  surgery,  a ventricular  needle  was  passed 
through  the  dura  matter  into  the  left  parietal 
region.  The  puncture  yielded  35  cc  of  yellow 
pus.  Gram  stain  and  culture  performed  on  this 
pus  confirmed  two  organisms,  Staphylococcus 
aureus  and  Bacteroides.  An  abscess  involving 
the  left  parietal  region  was  evacuated,  and  the 
abscess  cavity  was  then  irrigated  with  chloram- 
phenicol solution.  Drainage  through  a catheter 
left  at  the  puncture  site  for  72  hours  yielded  35 
cc  more  pus. 

The  patient  was  treated  with  intravenous  peni- 
cillin and  chloramphenicol  for  six  weeks  during 


which  his  clinical  status  progressively  improved. 
Six  weeks  after  surgery  another  CT  scan  demon- 
strated a decrease  in  the  size  of  the  abscess 
cavity.  At  six  months,  the  patient’s  neurological 
examination  was  free  of  any  deficits.  A third 
CT  scan  at  this  time  demonstrated  complete 
resolution  of  the  abscess. 

Six  months  after  drainage  of  the  cerebral  ab- 
scess, the  patient  was  readmitted  for  considera- 
tion of  clipping  the  arteriovenous  fistula  at  its 
origin.  Cerebral  angiogram  at  this  time  revealed 
the  intracerebral  arteriovenous  fistula  had  oc- 
cluded spontaneously,  (Figure  3),  and  therefore 
no  operation  was  performed. 

Follow-up  examinations  of  the  patient  over 
the  next  three  years  have  been  normal. 

Discussion 

The  rare  location  of  this  patient’s  arteriovenous 
fistula,  originating  from  the  middle  cerebral 


FIGURE  3 


Postoperative  left  carotid  arteriogram  AP  view  (A)  reveals  spontaneous  obliteration  of  the  arterio- 
venous fistula  demonstrated  in  Figure  2.  A lateral  view  (B)  shows  the  craniotomy  site,  and  normal 
arterial  phase  of  left  carotid  arteriogram. 
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artery  to  the  internal  cerebral  vein,  has  not 
been  reported  to  our  knowledge.  The  clinical 
presentation,  which  included  headaches  and  per- 
sonality change  occurring  after  a significant  cere- 
bral trauma,  leads  us  to  believe  that  his  head 
trauma  was  the  direct  cause  of  his  arteriovenous 
fistula. 

There  is  breakdown  of  the  normal  cerebral  de- 
fense mechanism  against  bacterial  invasion  in  ex- 
perimental metastatic  brain  abscess.11  Arterioven- 
ous fistula,  metastatic  tumor,  or  cerebral  trauma 
may  violate  the  integrity  of  the  cerebral  capillary 
endothelium  to  favor  the  implanting  of  infectious 
septic  emboli  and,  hence,  abscess  formation. 
Despite  a seven  year  interval  between  significant 
head  injury  and  signs  of  a left  hemisphere  mass 
lesion,  the  formation  of  our  patient’s  cerebral 
abscess  may  have  been  related  to  the  arterio- 
venous  fistula  that  was  located  adjacent  to  the 
cerebral  abscess. 

There  are  several  factors  which  relate  the 
occurrence  of  cerebral  abscess  to  a previously 
formed  arteriovenous  fistula.  Arteriovenous  fis- 
tula is  known  to  cause  polycythemia,  stealing  of 
local  circulation,  regional  sludging  of  blood,  and 
a propensity  for  developing  cerebral  infarction. 
The  area  of  infarcted  brain,  in  turn,  serves  as  a 
focus  for  circulating  bacteria.  The  trauma  neces- 
sary to  initiate  formation  of  the  arteriovenous 
fistula  may  result  in  a lack  of  integrity  of  the 
scalp,  skull,  and  dura,  thus  providing  a potential 
tract  for  infection  into  the  brain  parenchyma. 
Finally,  the  arteriovenous  fistula  creates  a right 
to  left  shunt  of  circulation  that  does  not  pass 
blood  through  the  lungs.  Without  the  filtering 
bacterial  defense  of  the  lungs,  transient  bacter- 
emia, which  frequently  occurs  without  sepsis, 
has  a more  significant  potential  for  depositing 
organisms  in  the  brain  substance.  The  signifi- 
cance of  right  to  left  shunting  in  the  formation 
of  brain  abscess  is  clearly  shown  by  the  high 
frequency  of  cerebral  abscess  formation  in  cyano- 
tic heart  disease,  compared  to  the  lower  preva- 
lence of  abscess  formation  in  acyanotic  heart  dis- 
ease.12-13 

As  suggested  by  the  location  and  distribution 
of  the  involved  vessels,  we  suggest  that  by  alter- 
ing the  brain  defense  against  infection  this 


fistula  formation  helped  create  the  necessary 
soil  for  formation  of  this  patient’s  cerebral  ab- 
scess. The  unusual  location  of  the  arteriovenous 
fistula  is  believed  secondary  to  the  patient’s 
significant  head  trauma. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


PROGRESS  IN  MEDICAL  GENETICS,  Volume  5, 
edited  by  Arthur  G.  Steinberg,  Ph.D.,  Alexander 
G.  Bearn,  M.D.,  Arno  G.  Motulsky,  M.D.,  Barton 
Childs,  M.D.,  W.  B.  Saunders  Company,  Phila- 
delphia, 1983.  432  pp.  Price  $60.00. 

The  volume  under  review  is  Number  V in  the 
new  series  of  Progress  in  Medical  Genetics.  It 
consists  of  eight  chapters;  two  of  these  are  au- 
thored or  coauthored  by  two  of  the  four  editors. 
The  choice  of  authors  and  selection  of  material 
in  this  important  topic  are  second  to  none.  Ar- 
ticles are  well  written,  amply  illustrated  with 
diagrams,  charts,  and  pedigrees,  and  include 
extremely  useful  tables. 

Barton  Childs’  introductory  chapter  on  “Causes 
of  Essential  Hypertension”  is,  as  usual,  well 
written  and  includes  some  basic  data  in  this 
highlv  complex  topic.  Kare  Berg’s  chapter  on 
the  “Genetics  of  Coronary  Heart  Disease”  is 
filled  with  original  data  from  his  own  studies. 
Articles  by  Nora,  Pyeritz,  and  Schinzel  are  ex- 
tensive reviews  of  epidemiology,  heritable  dis- 
orders of  connective  tissue,  and  chromosomal 
aberrations. 

In  a multi-authored  volume  such  as  this,  some 
duplication  is  to  be  expected.  For  example, 
Marfan’s  syndrome  is  discussed  by  Devereux 
and  Brown  on  page  151  as  well  as  by  Pyeritz 
on  page  202,  and  chromosomal  aberrations  by 
the  Noras  on  page  95  and  by  Schinzel  in  his 
chapter. 

The  availability  of  a detailed  subject  index 
and  a detailed  author  index  are  virtues  which 
any  editor  should  be  proud  of,  as  is  the 
case  here,  and  the  publisher  should  be  happy 
because  of  the  economic  fall-out.  The  price  of 
the  volume  is  within  the  range  of  today’s  prices. 


Readers  of  this  Journal  may  want  to  refer  to 
this  volume  to  read  up  on  the  role  of  genetic 
factors  in  cardiovascular  diseases  and  will  not 
be  disappointed.  Not  all  of  the  chapters  have 
summaries  but  those  that  do  not  are  lucidly 
written.  References  are  adequately  provided 
and  uniformly  presented.  I was  particularly 
pleased  with  several  articles  in  this  volume  be- 
cause of  my  special  interests. 

Digamber  S.  Borgaonkar,  Ph.D. 

Dr.  Borgaonkar  is  Director  of  the  Cytogenetics  Laboratory  and 
holds  the  Margaret  I.  Handy  Chair  in  Human  Genetics  at  The 
Wilmington  Medical  Center. 
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KEPT  IN  STITCHES,  by  Katie  Kane,  Exposition 
Press,  Inc.,  Smithtown,  New  York,  1982.  41  pp. 
Price  $4.00. 

Kept  in  Stitches  is  written  by  a New  York 
woman  under  the  pseudonym  Katie  Kane. 
Through  her  experiences  with  doctors,  nurses 
and  hospitals,  acquired  in  a total  of  nine  opera- 
tions, she  feels  she  has  developed  and  main- 
tained a sense  of  humor  that  has  helped  her  to 
“survive”  her  ordeals.  The  intention  of  her  book 
is  to  show  other  people  in  similar  situations  how 
they  can  better  deal  with  their  medical  experi- 
ences by  keeping  their  sense  of  humor. 

Eager  for  the  wise  words  and  funny  stories 
of  a courageous  woman  put  through  the  medical 
meat  grinder,  I soon  found  I had  been  misled. 
When  I began  the  book,  I tried  to  smile  at  the 
numerous  puns  and  one-liners  that  seemed  to 
roll  off  the  author’s  tongue  (pen).  Eventually, 
however,  I tolerated  her  attempts  at  humor  out 
of  some  residual  respect  for  this  woman  who  had 
been  through  so  much. 
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The  jokes  did  not  improve  as  I read  further, 
but  vulgarity  was  added.  Apparently  intended 
to  liven  up  the  story,  it  seemed  for  the  most  part 
unnecessary,  and  unexpectedly  in  poor  taste.  At 
this  point,  I was  further  annoyed  by  scattered 
sentences  that  made  no  sense,  even  after  careful 
scrutiny. 

The  true  story  told  in  Kept  in  Stitches  is  that 
of  a woman  who  had  surgery  for  peptic  ulcer 
disease,  beginning  with  a Billroth  II  operation 
and  then  repair  of  subsequent  complications. 
For  the  most  part,  Mrs.  Kane  complained  about 
her  nurses  and  doctors,  who  never  seemed  to  do 
a good  enough  job.  At  one  point,  she  described 
an  episode  in  which  a doctor  inserted  a Levin 
tube  to  punish  her  for  “behaving  badly.”  She 
did  have  an  intestinal  obstruction  at  the  time. 

The  sense  of  humor  of  which  the  author  speaks 
consists  of  poor  jokes  and  vulgar  expressions 
used  at  inappropriate  times  in  order  for  the 
author  to  relieve  her  tensions.  One  gets  the 
impression  that  the  people  involved  with  the 
author  were  not  as  amused  as  she  seems  to  be- 
lieve. 

I can  recommend  this  book  to  no  one.  Readers 
connected  with  the  medical  profession  would  be 
annoyed  by  it.  Patients  who  suffer  from  disease 
would  probably  be  offended  by  the  author’s 
vulgarity  and  disheartened  by  the  negative  view 
of  medicine  portrayed.  Even  people  like  Katie 
Kane  do  not  need  this  book;  they  already  know 
everything. 

Randy  Miller 

Mr.  Miller  is  a fourth-year  medical  student  at  Jefferson  Medical 
College. 


OBSTETRICS  AND  GYNAECOLOGY  IN  TUDOR  AND 
STUART  ENGLAND,  by  Audrey  Ecdes,  Kent  State 
University  Press,  Kent,  Ohio,  1982.  145  pp.  Ulus. 
Price  $18.00. 

Two  excellent  books  concerning  the  history 
of  medicine  appeared  in  bookstalls  this  past  year. 
These  books  complement  each  other  as  they 
cover  two  adjacent  eras  and  show  something  of 
where  we  have  been  and  why  we  do  as  we  do. 
The  first  volume,  written  by  sociologist  Paul 
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Starr,  presents  chilling  ideas  on  the  future  of 
medicine  through  a description  of  The  Social 
Transformation  of  American  Medicine.  The 
second  volume  is  specific  in  its  concern  for  ob- 
stetrics and  gynaecology  and  presents  a delight- 
fully written  resume  of  the  specialty  between  1540 
and  1740.  This  period  roughly  parallels  the 
settling  of  the  original  13  colonies,  and  since  the 
colonists  imported  their  architecture,  social 
mores,  and  town  planning  so  must  these  13  short 
chapters  illustrate  the  conditions  prevailing  in 
colonial  society  at  the  time. 

The  volume  is  slim  but  on  reading  the  notes, 
which  complement  the  index  rather  than  dupli- 
cate it,  one  is  struck  by  the  breadth  of  references, 
from  “Aristotle’s  masterpiece”  through  Noonan’s 
“The  Morality  of  Abortion.”  There  was  evi- 
dently great  debate  in  those  days,  as  in  these, 
as  to  when  the  soul  of  the  fetus  entered  the  body. 
In  our  day  the  word  soul  is  avoided;  we  debate 
when  life  begins  and  relegate  the  decision  to  the 
metaphysician  and  theologian. 

The  author’s  sense  of  humor  rises  when  dis- 


cussing the  relationships  of  the  male  and  female 
midwives,  a relationship  we  are  still  blessed  with. 
The  author  also  quotes  Aristotle,  “Common 
Whores  (who  often  use  Copulation)  have  never, 
or  very  rarely  any  children;  For  the  Grass  seldom 
grows  in  a Path  that  is  commonly  trodden  in.” 

Evidently  condoms  and  the  contraceptive 
sponge  were  available  in  the  17th  century,  but 
none  of  the  medical  writers  mentioned  them. 
With  the  recent  introduction  of  a contraceptive 
sponge  into  our  market  place,  we  have  come  full 
circle. 

A small  selection  of  illustrations  follows  page  66. 
A gruesome  representation  of  a masteotomy  from 
Scultetus’  “Armanentarium  Chirurgicum”  states 
the  prevailing  mode  as  to  technique  and  the 
professional  attitude  toward  suffering. 

Overall,  this  is  an  erudite,  well-written,  well- 
researched,  welcome  addition  to  the  history  of 
medicine. 

Charles  R.  Green,  Jr.,  M.D. 
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THE  CLINICAL  CORE  OF  RESPIRATORY  MEDICINE 

by  C.  R.  Woolf,  J.  B.  Lippincott  Company,  Phila- 
delphia, 1981.  304  pp.  Price  $18.50. 

The  Clinical  Core  of  Respiratory  Medicine  is 
meant  as  a guide  for  students  and  residents  as 
well  as  for  physicians  who  have  not  had  spe- 
cialized experience  in  respiratory  medicine.  The 
author,  C.  R.  Woolf,  M.D.,  is  a veteran  of  30 
years  of  research  and  practice  in  the  field  of 
pulmonary  medicine.  Among  the  several  dis- 
tinguished positions  he  currently  holds,  Woolf 
is  a Professor  and  Director  of  Postgraduate  Train- 
ing Programs,  Department  of  Medicine,  at  the 
University  of  Toronto. 

This  book  offers  an  organized,  systematic,  and 
concise  approach  to  respiratory  medicine.  The 
book  is  divided  into  three  parts.  Part  I lays  the 
foundation  for  treating  pulmonary  disease.  In 
this  section,  Woolf  explains  his  method  for  ob- 
taining and  organizing  the  history  and  physical, 
and  then  describes  his  ten  principles  for  reading 
chest  films.  Finally,  he  demonstrates  the  value 
of  quantitating  pulmonary  function. 


The  major  portion  of  the  book  consists  of  Part 
II,  which  is  arranged  according  to  the  following 
study.  Woolf  found  that  95%  of  his  patients 
can  fit  into  eleven  clinical  situations.  The  first 
six,  listed  in  descending  order,  chronic  dyspnea, 
asthma  or  wheezing,  chronic  cough,  diffuse  in- 
filtrations on  chest  x-ray,  respiratory  infections, 
and  hemoptosis  make  up  84%  of  the  patient 
population.  An  additional  11%,  in  order  of  inci- 
dence, are  covered  by  pneumothorax,  hilar  adeno- 
pathy on  chest  x-ray,  acute  respiratory  failure, 
chest  pain,  and  coin  lesions.  The  remaining  5% 
of  his  practice  consists  of  atelectasis,  lung  bulla, 
medico-legal,  pleural  effusions,  preoperative  as- 
sessment, pulmonary  embolism,  and  tuberculosis. 
Woolf’s  game  plan  is  to  guide  the  reader  through 
the  history,  physical,  and  diagnostic  studies  in- 
volved with  the  above  topics.  Treatment  plans 
then  are  tailored  to  the  needs  of  the  patient. 
Some  chapters,  eg,  Shortness  of  Breath,  Bloody 
Sputum,  are  supplemented  by  numerous  cases 
(with  results  of  diagnostic  studies)  which  em- 
phasize the  differential  diagnosis  of  the  particular 
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Special  Report 

SCREENING  FOR  BREAST  CANCER 


Ruben  A.  Teixido,  M.D. 
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The  Breast  Cancer  Detection  Demonstration 
Project  No.  16  under  the  sponsorship  of  the 
American  Cancer  Society  and  the  National  Can- 
cer Institute  opened  its  doors  at  the  General 
Division  of  The  Wilmington  Medical  Center  in 
March  1974  and  closed  in  February  1980.  Dur- 
ing that  time,  10,073  volunteers  were  screened 
by  physical  examination,  xeromammography, 
and  thermography.*  A detailed  report  of  the 
project’s  findings  was  published  in  the  Septem- 
ber 1983  Delaware  Medical  Journal.  In  these 
six  years,  119  cancers  were  found  and  an  addi- 
tional 19  interval  carcinomas  ( ie,  carcinomas 
found  between  screening  visits)  were  reported. 

During  the  same  period,  the  Tumor  Registry 
of  The  Wilmington  Medical  Center  recorded 
1,522  cases  of  breast  cancer  that  originated  from 
sources  other  than  the  Breast  Cancer  Detection 
Demonstration  Project.  Included  in  this  study 
are  265  new  cases  for  1981  and  222  cases  for 


1982. 


This  notice  is  a tabulation  of  stage  of  disease 
at  the  time  of  diagnosis  for  the  patients  of  the 
Breast  Cancer  Detection  Demonstration  Project 


as  compared  with  the  larger  group  registered  by 
The  Wilmington  Medical  Center  Tumor  Registry. 

Two  categories  are  readily  identifiable  and  will 
be  reported  in  this  manner.  Those  patients 
diagnosed  as  “In  situ”  and  “Intraductal  cancer” 
as  well  as  those  showing  no  lymph  node  involve- 
ment or  distant  metastasis  at  the  time  of  initial 
diagnosis  are  grouped  as  “localized  disease.” 
Those  with  lymph  node  involvement  and/or 
distant  metastasis  are  categorized  as  lymph  node 
or  distal  metastasis.  (Table  1) 

As  can  be  seen,  there  is  a significant  difference 
in  the  stage  of  disease  at  the  time  of  diagnosis 
between  patients  diagnosed  at  the  Breast  Cancer 
Detection  Demonstration  Project  and  patients 
found  to  have  cancer  elsewhere,  the  BCDDP 
having  a lower  percentage  for  advanced  disease. 

If  the  mortality  figures  from  breast  cancer  are 
to  be  revised  downwards,  it  will  require  a 
continuing  effort  to  make  effective  use  of  avail- 
able techniques  for  early  diagnosis. 

^Thermography  was  discontinued  in  July  1977. 


TABLE  1 

STAGE  AT  DISEASE 
"In  situ"  and  Localized 


WMC  Tumor  Registry 

1974-1980  737  cases  48.4% 

1981  86  cases  32.4% 

1982  84  cases  38.0% 


BCDDP  No.  16 
86  cases  72.2% 


Lymph  Node  and/or  Distant  Metastasis 


WMC  Tumor  Registry 


BCDDP  No.  16 


1974-1980  785  cases  51.5% 

1981  179  cases  67.6% 

1982  135  cases  61.0% 


33  cases  27.7% 
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A 47.XXX  FEMALE  WITH  UNUSUAL  PHENOTYPE 


Pedro  Hernandez,  M.D. 
George  R.  Hilty,  III,  M.D. 
Dig  amber  S.  Borgaonkar,  Pk.D. 


We  wish  to  report  the  unexpected  finding  of 
a 47, XXX  karyotype  in  a term  female  infant  with 
multiple  congenital  anomalies  that  was  born  at 
The  Wilmington  Medical  Center,  General  Divi- 
sion, to  a 30-year-old  Gravida  3,  Para  2,  41  weeks 
gestation  mother  and  a 29-year-old  father.  Ap- 
gar  score  was  9 at  one  and  five  minutes  and 
weight  was  6 lb  12  oz  (3.06  kg). 

Physical  examination  revealed  a head  circum- 
ference of  31.75  cm  ( 10th  percentile).  Multiple 
congenital  anomalies  were  seen,  including  cleft 
lip  and  palate  (Figure  1);  bilateral  malformed 
pinnae  with  agenesis  of  the  left  external  canal 
and  a small  hypoplastic  external  ear  canal  on  the 
| right,  and  bilateral  skin  tags  (Figure  2);  exten- 
sion of  the  mouth  clefts  to  the  lateral  part  of  the 
mouth  bilaterally;  and  narrow  spaced  eyes  with 
epibulbar  dermoids  bilaterally. 

Dr.  Hernandez,  a former  Wilmington  Medical  Center  resident 
in  the  Department  of  Pediatrics,  is  now  a practicing  pediatrician 
in  Puerto  Rico. 

Dr.  Hilty  is  a Senior  in  the  Department  of  Pediatrics  at  The 
Wilmington  Medical  Center. 

Dr.  Borgaonkar  is  Director,  Cytogenetics  Laboratory,  and 
holds  the  Dr.  Margaret  I.  Handy  Chair  in  Human  Genetics,  The 
Wilmington  Medical  Center;  is  an  Adjunct  Professor,  University 
of  Delaware;  and  is  a Research  Professor,  Thomas  Jefferson 
University. 
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Karyotype  showed  a 47, XXX  chromosome  con- 
stitution in  blood  and  skin  fibroblast  culture 
preparations.  (Figure  3)  Two  Barr  or  X-chrom- 
atin  bodies  were  found  in  cells  from  buccal 
mucosa.  (Figure  4) 

An  association  of  her  physical  findings  with 
Goldenhar’s  Syndrome  is  likely.1'2 

At  eight  months  of  age,  the  patient  was  in 
the  severe  range  for  delay  in  all  developmental 
domains.  The  measured  delay  was  perhaps  in- 
fluenced by  facial  anomalies  and  suspected  sen- 
sory deficit  (eg,  hearing  loss).  At  ten  months 
of  age,  the  baby  was  admitted  to  the  Pediatric 
Intensive  Gare  Unit  with  severe  respiratory  dis- 
tress. A diagnosis  of  right  lower  lobe  pneumonia, 
possibly  due  to  aspiration,  was  made.  She  was 
treated  with  intravenous  antibiotics  and  dis- 
charged in  satisfactory  condition.  Two  months 
later  the  patient  developed  bronchiolitis,  had 
respiratory  arrest  at  home,  and  was  dead  on 
arrival  at  the  Emergency  Room.  Autopsy  find- 
ings were  consistent  with  acute  and  subacute 
bronchiolitis. 

661 


I 


A 47, XXX  Female  ivith  Unusual  Phenotype — Hernandez 


FIGURE  1 

Front  view  of  the  patient. 


FIGURE  2 

Left  side  view  of  the  patient. 


I 


\) 

, if 

|r 

P,  g.  BOX  2 85U 
W^MiNflTON,  DELAWARE  J9805 

* 428-4875  « 

If,  jr 

ll  5 

u 

S ~ 

fl 
1 !* 

If  Is  if 

B 

t # 
*« 

15  1 1 

i i 

c 

1 1 15  16®* 

1 i 

. | 18 

FIGURE  3 
47,XXX  karyotype. 

19  ■*  * 

D 

® € 20 

21*  * ® *<  22 

E 

• 

F 

662 


Del  Med  Jrl,  Nov  1983 — Vol  55,  No  11 
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Comment 

The  phenotype  of  patients  so  far  reported  with 
47, XXX  chromosomes  varies  widely  from  few  or 
no  clinical  anomalies  to  severe  mental  and  phys- 
ical problems.3-5  We  believe  that  the  occurrence 
of  physical  anomalies  seen  in  our  patient  and  the 
finding  of  47, XXX  chromosome  makeup  is  un- 
usual, confirming  our  belief  that  complete  evalua- 
tion of  a patient  with  multiple  congenital  ano- 
malies should  always  be  done. 
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Studies  Performed 

• Multistage  Treadmill  Exercise  Test  (Stress  test) 

• Thallium-201  Multistage  Treadmill  Exercise  Test 

• Gated  Studies  (In  conjunction  with  Delaware 
Nuclear  Medicine) 

• Echocardiography  - 2-D  and  M-Mode 

• 24  hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  - in  home  ECG  s for  shut-ins 

• Scanning  service  tor  Holter  Monitors  - We  provide 
Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors 

• Transtelephonic  Monitoring 
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FIGURE  4 

Two  Barr  (X-chromatin)  bodies  in  a buccal  mu 
cosa  cell. 
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topic.  This  method  of  teaohing  allows  the  phy- 
sician to  adjust,  modify,  or  add  to  the  repertoire 
of  one’s  own  diagnostic  and  therapeutic  approach 
to  respiratory  disease, 

Part  III  is  composed  of  chapters  that  have  gen- 
eral application,  such  as  The  Risks  of  Operation, 
Compensation  and  the  Chest  Physician,  The 
Pregnant  Chest,  Fear  of  Flying  or  Driving,  and 
Over-the-Counter  Drugs. 

The  spirit  of  C.  R.  Woolf’s  book  is  that  he 
simplified  the  subject  but  not  to  the  point  of 
falsification.  He  successfully  concentrated  upon 
the  essentials  of  the  situation  without  ignoring 
too  many  qualifying  side  issues. 

Francis  A.  Palermo 

Mr.  Palermo  is  a senior  medical  student  at  Jefferson  Medical 
College. 

V£  tt?  « 

PEDIATRIC  OPHTHALMOLOGY,  edited  by  Robeson 
D.  Harley,  M.D.,  Ph.D.,  W.  B.  Saunders,  Philadel- 
phia, 1983.  1,112  pp.  Two  Volumes.  Price  $175.00. 

Robison  D.  Harley,  M.D.,  Ph.D.,  a Wilming- 
ton ophthalmologist  specializing  in  pediatric  oph- 
thalmology, has  recently  completed  a monumen- 
tal work  which  deserves  more  than  the  usual 
cursory  book  review. 

Dr.  Harley,  a member  of  the  Department  of 
Ophthalmology  at  The  Wilmington  Medical  Cen- 
ter and  at  St.  Francis  Hospital,  as  well  as  the  Wills 
Eye  Hospital,  makes  his  home  in  Wilmington. 
His  achievements  are  many.  He  is  past-chair- 
man and  head  of  the  Temple  University  Depart- 
ment of  Ophthalmology  and  former  Director  of 
Pediatric  Ophthalmology  at  Wills  Eye  Hospital. 
He  is  cited  in  Who’s  Who  in  America.  A mem- 
ber of  the  American  Ophthalmology  Society,  one 
of  the  most  prestigious  eye  societies  and  the  oldest 
specialty  medical  society  in  America,  he  has 
published  approximately  113  scientific  papers. 
He  is  also  past-president  of  the  New  Jersey 
Ophthalmology  Society,  a member  of  the  Medi- 
cal Board  of  Projeot  Hope  and  is  on  the  Editorial 
Board  of  many  eye  journals.  Dr.  Harley  is 
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presently  President  of  American  Association  for 
Pediatric  Ophthalmology  and  Strabismus. 

The  first  edition  of  this  work,  was  published 
in  1975,  was  also  translated  into  Spanish.  In  its 
second  edition,  Pediatric  Ophthalmology  is  much 
larger  and  has  even  surpassed  the  excellence  of 
the  first  edition.  Because  of  expanded  informa- 
tion in  the  rapidly  developing  subspecialty  of 
ophthalmology,  the  latest  edition  appears  in  two 
volumes,  with  37  chapters  edited  by  Dr.  Harley. 
New  chapters  or  sections  include  Neonatal  Oph- 
thalmology, Pharmacology  and  Drug  Toxicity, 
Immunologic  Aspects  of  Eye  Disease,  Ocular 
Trauma,  Anterior  and  Posterior  Segment  Trauma, 
Doctor-Patient  Relationship  in  Pediatric  Oph- 
thalmology, and  Pseudophakos.  Additional  au- 
thors have  updated  chapters  on  Eleotrodiagnostic 
Techniques,  Uveal  Tract  Disorders,  Metabolic 
Disorders,  Endocrine  Disorders,  Genetics,  and 
Physical  Child  Abuse. 

The  editor  has  made  a remarkable  effort  to 
keep  this  material  practical  and  clinical  without 
reference  to  controversial  material.  For  the 
medical  student,  physician,  nonphysician  prac- 
titioner, and  teacher,  the  book  conveys  a mass 
of  useful  information  on  any  conceivable  subject 
relating  to  eye  disorders  in  infants  and  children. 
The  text  will  serve  as  a splendid  desk  reference 
and  deserves  a prominent  place  in  all  modem 
medical  libraries. 

By  his  efforts,  Dr.  Harley  has  managed  to  posi- 
tion pediatric  ophthalmology  into  a readily  de- 
finable subsipecialty  of  ophthalmology. 


It  is  an  honor  to  have  Dr.  Harley  as  a member 
of  the  local  community,  where  he  is  making  an 
outstanding  contribution  in  the  field  of  pediatric 
ophthalmology. 

Davis  G.  Durham,  M.D. 

Dr.  Durham  is  a senior  member  in  the  Department  of  Ophthal- 
mology at  The  Wilmington  Medical  Center. 

% % 

INTENSIVE  CARE  THERAPEUTICS,  by  Joseph  M. 

Civetta,  M.D.,  Appleton-Century-Crofts,  New 
York,  1980.  402  pp.  Price  $19.95. 

Intensive  Care  Medicine  has  recently  become  a 
recognized  medical  subspecialty  and  Board  cer- 
tification will  soon  be  offered.  Furthermore, 
every  physician  with  hospitalized  patients  will 
occasionally,  if  not  frequently,  be  required  to 
care  for  the  critically  ill.  For  these  patients,  it 
is  scrupulous  attention  to  detail  and  fine  physio- 
logic tuning  that  determines  survival. 

This  text  is  an  important  contribution  to  the 
growing  body  of  literature  devoted  to  the  pe- 
culiar problems  of  seriously  ill  individuals.  These 
topics  include:  general  use  of  medications,  anti- 
microbials, bleeding  and  clotting  problems,  car- 
diovascular drugs,  renal  function,  and  nutritional 
support.  Especially  useful  are  the  tables  out- 
lining indications,  contraindications,  actions,  and 
dosages  of  cardiovascular  medications  needed  to 
maximize  cardiac  performance.  There  is  also 
a comprehensive  section  on  calculating  and  in- 


Del  Med  Jrl,  Nov  1983— Vol  55,  No  11 


665 


Book  Reviews 


terpreting  cardiovascular  parameters  yielded 
from  Swan-Ganz  catheter  monitoring. 

One  obvious  weakness  is  the  lack  of  adequate 
pulmonary  medicine  coverage.  Virtually  nothing 
is  written  about  respirator  use,  weaning  tech- 
niques, or  blood  gas  interpretation.  However, 
as  the  title  implies,  therapeutics,  ie,  drug  use,  is 
the  emphasis.  I found  this  book  practical  and 
helpful  but  not  exhaustive. 

Dennis  R.  Witmer,  M.D. 
£ & 

CLINICAL  OTOLARYNGOLOGY,  by  Vijay  S.  Dayal, 

J.  B.  Lippincott  Company,  1981.  355  pp.  Illus. 
Price  $24.50. 

This  book  is  intended  for  physicians  in  primary 
care.  The  author,  who  is  a staff  member  of 
Toronto  General  Hospital,  has  divided  this  text- 
book into  seven  chapters,  each  involving  a differ- 
ent organ.  Each  chapter  begins  with  a concise 
review  of  anatomy  and  physiology,  unfortunately 


illustrated  with  only  rudimentary  drawings  and 
sketches.  This  is  followed  by  discussions  of 
numerous  disease  states,  emphasizing  etiology, 
clinical  features,  and  treatment. 

The  topics  include  the  ear,  with  a short  but 
informative  discussion  on  hearing  loss,  the  nose 
and  the  paranasal  sinuses,  with  good  discussions 
of  nasal  discharge  and  sinusitis,  the  pharynx,  If 
oral  and  buccal  cavity,  and  the  esophagus  and 
tracheobronchial  tree.  The  final  chapter  briefly 
deals  with  the  salivary  glands  and  lymphatic 
system. 

My  impression  of  this  book  is  not  favorable. 

I am  disappointed  in  the  paucity  of  illustrations 
and  photographs,  which  I feel  would  be  quite 
helpful  for  its  intended  reader.  Also,  too  many 
topics  are  dealt  with  superficially,  as  they  would 
be  in  a manual  or  general  text. 

Overall,  I think  this  is  only  a fair  textbook  of 
otolaryngology  for  the  primary  care  physician. 

Raymond  R.  Strocko,  M.D. 


The  Easy- Lift™  Chair 
can  give  your  patients 
greater  independence 
& comfort. 


THE  DOCTOR’S  BAG 

1908  Kirkwood  Hwy at  Harmony  Rd  , Newark 
Wheelchair  Accessible  • 454-9976 
1320  Washington  St.,  Wilmington  • 654-9976 
Rt.  30,  Frazer  Shopping  Center,  Frazer,  PA 
(215)  644-1102 


At  the  touch  of  a button,  your  patients  can  use 
The  Easy-Lift  Chair  to  lift  or  lower  themselves 
into  or  out  of  a chair.  It  provides  the  inde- 
pendence they’ve  been  missing  through  reli- 
ance or  help  from  others. 

And,  it’s  particularly  helpful  for  patients  with 
arthritis,  heart  disease,  M.S.  or  M.D.,  Parkin- 
son’s or  stroke.  In  many  cases,  The  Easy-Lift 
Chair  is  covered  by  Medicare. 

Available  at  all  three  Doctor’s  Bag  locations. 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Impaired  Physician  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


AMA  House  of  The  37th  INTERIM  MEETING  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  HOUSE 
Delegates  Interim  OF  DELEGATES  will  be  held  December  4-7,  1983,  at  the  Biltmore  Hotel,  Los  Angeles.  The 

Meeting  policy-making  body’s  351  delegates,  representing  state  medical  associations,  national  medical 
specialty  societies,  medical  schools,  hospital  medical  staffs,  residents,  medical  students,  and 
government  and  armed  services  physicians,  will  act  upon  reports  and  resolutions  covering  a 
variety  of  scientific  and  socioeconomic  issues  that  affect  the  practice  of  medicine  and  the 
delivery  of  health  care  services.  Contact:  Thomas  G.  Toftey,  Director  of  Public  Information, 
American  Medical  Association,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone: 
(312)  751-6594. 


AMA  Retirement  The  American  Medical  Association  will  offer  a one-day  workshop  GEARING  UP  FOR  RE- 
Workshop  TIREMENT,  December  9-10,  1983,  in  New  York  City.  The  workshop  will  focus  on  personal 

and  professional  aspects  of  retirement  including  physician  and  spouse  role  adjustments, 
evaluating  finances  and  budgeting  for  retirement,  valuing  a medical  practice  for  sale,  notify- 
ing patients  and  employees,  medical  record  retention  and  transfer,  exploring  post-retirement 
employment  opportunities,  and  office  and  family  finances  in  event  of  the  doctor’s  disability 
or  death.  Workshop  fees  are  $190  for  AMA  members  and  $235  for  nonmembers.  Spouses 
are  urged  to  attend  at  no  additional  fee.  The  workshop  has  been  approved  for  three  hours 
of  Category  I CME  credit.  Contact:  Practice  Management  Registrar,  American  Medical 
Association,  535  N.  Dearborn  Street,  Chicago,  Illinois  60610.  Telephone  collect:  (312)  751- 
6311. 


WE’RE  THE  COMPLETE 


SECURITY  PEOPLE 

• All  Types  Of  Residential  & Commercial  Burglar  & Fire  Alarm  Systems 

• UL  Certified  Central  Station  & UL  Certified  Installations/Residential  & Mercantile 


FOR  THE  PROTECTION  YOU  NEED  AT  PRICES  YOU  CAN  AFFORD,  CALL: 


SECURITY  SYSTEMS 


762-7220 

824  PHILA  PIKE  • WILMINGTON 
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In  Brief 


Cardiology 

Fellowship 

Awards 


Pediatric 

Update 


Noninvasive 
Diagnosis  and 
Therapy 


The  deadline  for  applications  for  1984-1985  ADULT  CARDIOLOGY  FELLOWSHIP  TRAIN- 
ING AWARDS  offered  by  the  American  College  of  Cardiology  (ACC)  and  The  Merck 
Company  Foundation  is  January  1,  1984.  Each  Fellowship  offered  will  provide  a $20,000 
stipend  and  an  additional  $5,000  for  the  purchase  of  supplies  and  equipment  to  carry  out 
the  project.  The  purpose  of  the  Fellowship  program  is  to  support  advanced  training  in  adult 
cardiology  in  order  to  encourage  the  development  of  clinical  investigation  and  preventive 
medicine  by  young  cardiology  trainees.  The  Fellowships  will  run  July  1984  through  June 
1985.  Applicants  for  the  Fellowship  awards  must  be  in  their  first  or  second  year  of  adult 
cardiology  Fellowship  training.  Contact:  American  College  of  Cardiology,  9111  Old  George- 
town Road,  Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 

The  Department  of  Pediatrics  of  Long  Island  Jewish-Hillside  Medical  Center  is  sponsoring 
the  13th  Annual  Pediatric  Postgraduate  Course,  PEDIATRIC  UPDATE— 1984,  January  10-15, 
1984,  in  Acapulco,  Mexico.  Major  topics  of  interest  will  include:  hepatitis  update,  immuni- 
zations, breast  feeding,  respiratory  disorders  in  the  newborn,  school  phobia,  adolescent  contra- 
ception, child  abuse,  adolescent  suicide,  perinatal  viral  infections,  and  hyperkinesis.  Regis- 
tration fee  for  the  program  is  $185.  Participants  will  be  eligible  for  18  credit  hours  in 
Category  I of  the  Physician’s  Recognition  Award  of  the  AM  A.  Contact:  Ann  J.  Boehme, 
Continuing  Education  Coordinator,  Long  Island  Jewish-Hillside  Medical  Center,  400  Lake- 
ville Road,  New  Hyde  Park,  New  York  11042.  Telephone:  (212)  470-2114. 

San  Juan,  Puerto  Rico,  is  the  setting  for  a program  entitled  1984— ADVANCES  IN  NON- 
INVASIVE DIAGNOSIS  AND  THERAPY,  January  10-13,  1984.  The  program  will  be 
conducted  by  the  American  College  of  Cardiology,  the  University  of  Puerto  Rico  School  of 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7123 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES.  INCORPORATED 
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Prescribed 

For 

Security 

Sound  coverage  begins  with  a 
sound  carrier.  As  a specialist  in 
professional  liability  insurance, 

ICA  has  earned  its  enviable 
performance  record  through 
selective  underwriting  and 
unexcelled  claims  defense.  This 
solid  record  of  achievement  has 
enabled  ICA  to  successfully  expand 
to  over  30  states  across  the  nation. 

Our  comprehensive,  affordable 
coverage  is  designed  to  eliminate 
headaches  and  unnecessary 
expenses.  For  professional  liability 
insurance  with  no  side  effects, 
contact:  Insurance  Corporation  of 
America,  ICA  Center,  4295  San 
Felipe,  P.O.  Box  56308,  Houston, 
Texas  77256.  Phone  1-800-231-2615; 
in  Texas  call  1-800-392-9702. 

K/V 


The  Specialist  in  Professional 
Liability  Insurance. 


In  Brief 

Medicine,  and  the  Likoff  Cardiovascular  Institute  of  Hahnemann  University  School  of  Medi- 
cine. The  program  has  been  designed  for  the  clinician  to  evaluate  the  usefulness,  indications 
and  limitations  of  the  expanding  areas  of  two-dimensional  echocardiography,  and  cardiac 
nuclear  imaging.  The  relationship  of  these  noninvasive  techniques  to  invasive,  diagnostic, 
and  therapeutic  modalities  in  ischemic  and  valvular  heart  disease  will  be  discussed.  Ad- 
vances in  echocardiography  and  nuclear  imaging  techniques,  and  the  emerging  techniques 
of  digital  subtraction  angiography  and  nuclear  magnetic  resonance  will  be  discussed.  Regis- 
tration fee  is  $325  for  ACC  members  and  $375  for  nonmembers.  The  program  meets  the 
criteria  for  20  Category  I credit  hours.  Contact:  American  College  of  Cardiology,  9111 
Old  Georgetown  Road,  Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 


The  American  College  of  Cardiology  and  the  Santa  Barbara  Heart  and  Lung  Institute  will 
conduct  the  15th  Annual  CARDIOVASCULAR  CONFERENCE  at  Snowmass,  Colorado, 
January  16-20,  1984.  The  program  is  designed  to  update  registrants  on  the  most  recent  advances 
in  cardiovascular  disease.  Registration  fee  for  the  program  is  $295  for  ACC  members  and 
$345  for  nonmembers.  A limited  number  of  registrations  are  reserved  for  residents,  fellows 
in  training,  and  nurses  at  a reduced  fee  of  $150.  Participants  will  be  eligible  for  20  Category 
I credit  hours.  Contact:  American  College  of  Cardiology,  9111  Old  Georgetown  Road, 
Bethesda,  Maryland  20814.  Telephone:  (301)  897-5400. 


A comprehensive  education  program  entitled  ADVANCES  IN  DIAGNOSTIC  IMAGING  will 
be  held  March  24-April  1,  1984,  in  St.  Moritz,  Switzerland.  The  course  will  cover  the 
practical  aspects  of  the  newest  advances  in  diagnostic  imaging.  Tips  and  techniques  will 
be  stressed,  as  well  as  appropriate  patient  selection.  Topics  will  include:  Nuclear  magnetic 
resonance,  interventional  radiology,  digital  radiography,  nuclear  cardiology,  hepato-biliary 
imaging,  computerized  tomography,  and  emergency  radiology.  Registration  fee  for  the 
program  is  $300  for  physicians,  $150  for  residents,  and  $75  for  nurses  and  technicians. 
Participants  in  the  program  will  be  eligible  for  20  credit  hours  in  Category  I AMA  credits. 
Contact:  Ms.  Sally  Lunn,  Educational  Symposia,  P.O.  Box  17241,  Tampa,  Florida  33682. 
Telephone:  (813)  971-6000. 


“UNWANTED  HAIR  PERMANENTLY  REMOVED” 

Frances  B.  Aerenson, 

R.N. 

ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Colorado 

Cardiovascular 

Conference 


Advances  in 
Diagnostic  Imaging 


CARE  FOR  YOUR 

COUNTRY 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest' 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects" 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
won  t interfere  with  your  practice. 

You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro' 
grams.  You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


MAJ  SHEILA  T.  BOWMAN,  ANC 
USAR  AMEDD  Procurement,  Forest  Glen  Section 
Walter  Reed  Army  Medical  Center,  Washington,  DC  20307 
(301)  427-5101/5131 


In  Brief 


JCAH  Publishes 
1983  Consolidated 
Standards  Manual 


The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH)  has  announced  publication  of 
the  1983  edition  of  the  CONSOLIDATED  STANDARDS  MANUAL  FOR  CHILD,  ADO- 
LESCENT, AND  ADULT  PSYCHIATRIC,  ALCOHOLISM,  AND  DRUG  ABUSE  FACILI- 
TIES. The  Consolidated  Standards  Manual  contains  state-of-the-art  standards  for  psychiatric 
and  substance  abuse  facilities.  It  is  designed  to  serve  as  an  education  and  self-assessment 
tool  for  staff  in  these  facilities,  as  well  as  an  accreditation  survey  instrument.  To  order  the 
manual,  send  $30  per  copy  to:  Cashier,  JCAH,  875  North  Michigan  Avenue,  Chicago,  Illinois 
60611.  Telephone:  (312)  642-6061. 


Advances  in  The  American  Cancer  Society  is  sponsoring  a national  conference  on  ADVANCES  IN  CANCER 
Cancer  Therapy  THERAPY  December  8-10,  1983,  in  New  York  City.  The  objectives  of  this  program  are 
to:  increase  knowledge  of  the  new  scientific  and  technical  developments  which  impact  on 
cancer  treatment,  increase  understanding  of  the  relationships  of  newer  therapeutic  modalities 
employed  in  cancer  treatment  and  the  multidisciplinary  approach  to  patient  management, 
promote  the  adoption  of  a more  positive  approach  to  the  curability  of  cancer  when  appropri- 
ate treatment  is  utilized,  and  increase  understanding  of  the  differences  between  standard 
treatment  regimens,  protocol  studies  and  clinical  investigation  in  cancer  therapy  trials.  This 
program  meets  the  criteria  for  16.5  hours  in  Category  I of  the  AMA’s  Physician’s  Recognition 
Award  and  15  prescribed  hours  by  the  American  Academy  of  Family  Physicians.  Contact: 
Nicholas  G.  Bottiglieri,  M.D.,  Advances  in  Cancer  Therapy  Conference,  American  Cancer 
Society,  777  Third  Avenue,  New  York,  New  York  10017. 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT  AND  CIRCULATION 

(Aot  of  August  12,  1970;  Section  3685,  Title  39,  United  States  Code)  DELAWARE  MEDICAL  JOUR- 
NAL published  monthly  at  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 

Location  of  known  office  of  publication  and  general  business  office  is  1925  Lovering  Avenue,  Wil- 
mington, Delaware. 

Publisher:  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  Edi- 
tor: Bernadine  Z.  Paulshock,  M.D.,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806;  Managing 
Editor:  None. 

Owner:  Medical  Sooiety  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Delaware  19806. 

Known  bondholders,  mortgagees,  and  other  security  holders:  None. 

The  purpose,  function,  and  nonprofit  status  of  this  organization  and  the  exempt  status  for  Federal  in- 
come tax  purposes  have  not  changed  during  preceding  12  months. 


Average  number  copies 

Actual  number  copies  of 

each  issue  during 

single  issue  published 

Extent  and  Nature  of  Circulation 

preceding  12  months 

nearest  to  filing  date 

A.  Total  Number  of  Copies  Printed  

1400 

1400 

B.  Paid  Circulation 

1.  Sales  through  dealers  and  carriers,  street 

vendors,  and  counter  sales 

94 

96 

2.  Mail  Subscriptions  

1059 

1069 

C.  Total  Paid  Circulation  

1153 
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D.  Free  distribution  by  mail,  carrier,  or  other  means 

Samples,  complimentary,  and  other  free  copies  . . 
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E.  Total  Distribution 
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F.  Copies  Not  Distributed 
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I certify  that  the  statements  made  by  me  above  are  correct  and  complete. 

Anne  Shane  Bader 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


WELLNESS 

After  many  years  of  promoting  the  concept 
of  “wellness”  or  “holistic  health,”  the  medical 
profession  now  sees  the  public  embracing  it 
with  enthusiasm.  Several  forces  are  behind 
this  movement;  the  most  powerful  in  1983  are 
the  combined  impacts  of  difficult  economic 
times  and  the  runaway  costs  of  medical  care  and, 
almost  directly,  of  health  insurance.  The  pro- 
fession has  been  preaching  preventive  medicine 
for  many  years,  of  course,  and  there  have  been 
great  successes  in  the  control  of  communicable 
diseases  with  vaccines  and  antibiotics,  assisted 
in  no  small  way  by  concurrent  advances  in 
sanitation  and  nutrition.  Preventive  medicine 
did  not  make  the  world  “well,”  but  it  certainly 
made  it  “better.” 

Only  recently  has  the  general  public  been 
caught  up  in  the  wellness  movement — one  hopes 
it  will  not  enter  the  pages  of  history  as  a “fad” 
or  a “craze.”  We  like  to  think  that  several 
generations  of  earnest  medical  advice  have 
finally  succeeded  in  altering  stubborn  “life- 
style” factors,  but  it  may  be  that  the  movement 
“feeds  on  itself”  as  larger  and  larger  numbers 
of  thinner  and  thinner  people  put  on  brightly 
colored  clothing  and  are  out  in  public  jogging 
or  cycling.  The  man  in  the  street  has  at  least 
become  a more  conspicuous  man  in  the  street. 
Even  more  recently,  a number  of  industries  have 
joined  the  “wellness”  trend  in  an  attempt  to 
create  a happier,  healthier  worker  population, 
and  incidentally  to  find  a force  which  might 


eventually  contain  the  rising  costs  of  health 
insurance  and  absenteeism.  At  a recent  meeting 
of  the  American  Occupational  Medical  Associa- 
tion, early  results  of  several  ambitious  programs 
were  reported. 

Cornerstones  of  the  program  are  periodic 
physical  evaluations,  usually  including  meas- 
urements of  serum  triglycerides  and  the  various 
cholesterols,  weight,  blood  pressure,  and  electro- 
cardiography (often  with  exercise  testing).  The 
greatest  change  in  strategy  is  the  adoption  of 
a much  more  aggressive  attitude  toward  advis- 
ing sweeping  changes  in  “lifestyle.”  All  pro- 
grams involve  some  degree  of  dietary  counseling, 
help  with  smoking  cessation,  and  increased  phy- 
sical activity  under  medical  direction.  Those 
found  to  have  significant  weight  or  blood  pres- 
sure problems  are  referred  to  their  physicians 
for  management. 

Some  of  the  programs  are  quite  elaborate, 
involving  large  new  buildings  open  to  the  em- 
ployees for  physical  conditioning  and/or  recre- 
ational activities  at  the  beginning  or  end  of  the 
workday.  Others  are  quite  simple,  perhaps  pro- 
viding only  shower  facilities  and  a jogging  path. 
The  parent  industries  are  eager  to  find  out 
whether  the  investment  in  such  facilities  will 
be  repaid,  either  in  worker  satisfaction  or  health 
cost  containment,  or  both. 

There  is  no  question  of  effectiveness  of  the 
programs;  they  have  been  received  with  varying 
degrees  of  enthusiasm,  but  on  balance,  very  posi- 
tively. The  more  ambitious  programs  have  not 
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yet  earned  their  amortized  costs,  as  a production 
facility  might  do,  but  they  have  apparently  al- 
tered the  shape  of  the  rising  health-costs  curve. 

One  of  the  lessons  learned  is  that  the  facility 
alone  is  not  enough;  funding  must  be  provided 
to  staff  the  program  with  knowledgeable  people 
whenever  the  equipment  is  in  use.  Just  as  in 
building  hospital  beds,  staffing  turns  out  to  be 
a very  high  proportion  of  the  cost.  The  pro- 
fessionals who  run  the  program  from  day  to 
day  have  the  very  critical  task  of  maintaining 
momentum  and  enthusiasm  and  helping  the 
program  participant  find  pride  in  his  progress. 

i 

Other  principles  which  have  been  confirmed 
include  the  adequacy  of  half-hour  exercise 
periods  three  days  per  week;  the  necessity  of 
stretching  and  “warm-up”  exercises  before  and 
after  the  aerobic  activity  is  undertaken;  and 
the  desirability  of  a group  or  at  least  a companion 
to  keep  the  activity  from  becoming  drudgery. 

The  companion  is  a valuable  safety  measure, 
as  well. 

The  medical  profession  hopes  for  the  continued 
success  of  “wellness”  in  all  its  forms.  We  are  not 
optimistic  enough  to  think  we  will  become  thus 
unemployed,  nor  are  we  sufficiently  pessimistic 
to  foresee  an  avalanche  of  meniscus  injuries  and 
march  fractures.  Interestingly,  the  incidence 
of  coronary  “events”  in  well-structured  programs 
appears  to  be  very  low,  and  early  fears  of  lia- 
bility actions  against  the  industry  or  its  pro- 
fessional employees  seem  groundless.  We  would 
anticipate  increasingly  positive  experience  as  the 
years  go  by. 

William  L.  Sprout,  M.D. 

*,«  % V* 


THE  PLAN  OF  OMEGA  AND  THE  PLAN 
OF  ST.  GALL 

Within  a year  or  so,  The  Wilmington  Medical 
Center  will  move  many  of  its  operations  to  a 
new  location.  There  must  be  dozens  of  copies 
circulating  of  the  plot  plan  of  the  new  hospital, 
but  before  the  days  of  the  printing  press,  the 
chemically  copied  blueprint,  and  the  copying 
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THE  QUALITY  OF  MEDICINE  FOR  THE  FUTURE 


There  can  be  no  question  but  that  the  face  of 
American  Medicine  is  changing.  During  these 
changing  times,  one  must  sit  back  and  reflect 
upon  the  old  and  scrutinize  the  new.  Not  to  say 
the  old  was  the  best  and  the  new  imperfect,  but 
to  distill,  from  both,  the  quality  of  medicine  for 
the  future. 

Next  year  is  1984 — George  Orwell  was  pretty 
much  on  the  mark  . . Big  Brother  is  here  and, 
in  our  sphere,  he  has  placed  himself  within  the 
doctor/patient  relationship.  He  is  represented,  in 
our  case,  by  our  own  peer  review  system,  which, 
early  on,  we  developed  on  our  own,  but  which 
business,  labor  and  government  have  tried  to 
establish  as  coming  by  their  edict. 

This  is  not  to  say  that  it  is  all  bad — peer  review 
is  good,  for  both  the  patient  and  the  physician, 
however,  dictation  by  others,  outside  of  medicine, 
is  usually  not  with  patient  care  being  of  utmost 
importance.  The  purpose  of  peer  review  has 
deteriorated  from  quality  control  to  cost  control. 

In  reviewing  the  past,  we  find  an  era  when 
the  patient  trusted  his  family  doctor,  often 
wrongly  putting  him  on  a pedestal,  but  definitely 
believing  in  the  doctor’s  sincere  interest  in  his 
patient’s  welfare.  Those  were  the  times  when 
doctors  were  looked  upon  as  being  close  to  GOD, 
when  there  was  only  Morphine,  Aspirin,  and  a 
tincture  of  time,  when  doctors  empathized  with 
families  while  waiting  for  the  crisis  to  pass.  In 
the  past,  the  public  was  treated  in  a much  more 
individualized  fashion,  not  just  as  a “disease  pro- 
cess” and  the  physician’s  bedside  manner  was 
most  important.  The  patients  were,  of  course, 
ignorant  of  the  modalities  used,  but  they  trusted 
the  care  they  received.  However,  it  was  also  the 
time  when  doctors  were  criticized  for  being  “poor 
businessmen,”  who  were  unable  to  handle  their 
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financial  affairs,  and  record  keeping  was  at  a 
minimum. 

Ironically,  we  now  face  a time  when  the  pub- 
lic, supposedly  much  more  “aware”  of  the  treat- 
ment modalities,  often  displays  less  trust  in  our 
profession.  It  seems  that  we  now  stand  in  the 
precarious  position  of  receiving  criticism  because 
of  our  efforts  to  provide  better  and  more  efficient 
services  along  with  the  best  health  care  possible. 

Because  of  the  great  scientific  and  technologi- 
cal impetus,  and  particularly  because  of  the  rate 
of  the  advances,  we  and  the  public  have  become 
pawns  in  a never  ending  struggle  in  a great 
“paper  chase,”  be  the  “paper”  part  of  a legal 
process,  insurance  forms,  or  the  financial  aspects 
of  daily  living.  The  public,  deservedly,  has  been 
better  informed  via  the  newspapers,  TV,  scientific 
journals,  etc.,  as  to  the  availability  of  recent 
scientific  advances,  such  as  kidney  and  liver 
transplants,  open  heart  surgery,  and  newer  medi- 
cations. However,  a clear  perspective,  through 
the  media,  has  definitely  been  lacking.  How 
many  people  understand  that  technology,  while 
striving  to  make  diagnosis  more  precise,  has,  to 
a certain  extent,  taken  away  the  personal  aspect 
of  the  diagnosis?  These  technological  advances 
may  diagnose,  but  they  can’t  prescribe  or  pro- 
vide compassion.  Indeed  this  technology  has 
pre-determined  that  the  physician  will  be  more 
mechanical  in  treatment  as  well  as  in  diagnosis. 

The  public  has  also  been  conditioned  by  so- 
called  consumer  protection  groups  to  expect  in- 
stant perfection  by  the  physicians  at  minimal 
cost.  Proper  and  appropriate  care,  not  just  ade- 
quate care,  is  the  key  to  the  problem  and  it  is 
of  utmost  importance  to  physicians.  It  is  ironic 
that  these  so  called  “protectors”  who  profess  to 
protect  the  public,  have  rejected  not  only  the 
opinions  of  those  who  ultimately  provide  the 
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caring,  but  also  have  denied  physicians  the  right 
to  sit  in  on  deliberations  of  so  important  a matter 
as  proper  and  appropriate  health  care. 

As  doctors,  we  have  made  it  publicly  known 
that  we  are  willing  to  control  costs,  and  indeed 
have  already  been  involved  in  such  efforts.  Our 
greatest  fear,  however,  is  that  cost  itself  will  be 
the  paramount  decision-making  element,  thereby 
resulting  in  health  care  that  is  inadequate  or 
rationed,  rather  than  the  best  health  care  that  is 
available.  We  fear  that  the  “book”  will  provide 
only  so  many  days  allotted  to  an  individual  with 
this  or  that  diagnosis.  We  fear  that  the  patient 
will  not  be  considered  as  an  individual,  but 
rather  as  a “disease  process.”  We  don’t  want  the 
patient  to  be  seen  as  an  “arm,”  a “leg”  or  just  a 
“head,”  but  rather  as  a whole  person  who  may 
not  necessarily  be  cared  for  in  just  so  much  time 
or  space. 

Certainly  doctors,  particularly  in  the  State  of 
Delaware,  have  long  provided  their  own  peer 
review  boards:  we  did  not  wait  for  Industry  or 
Labor  to  demand  it.  We  have  always  voiced 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES.  INCORPORATED 


and  will  continue  to  voice  our  concern  that  those 
who  are  not  appropriately  qualified  should  not 
be  able  to  practice  without  restrictions.  We 
have  not  adopted  the  philosophy  of  the  business 
world,  that  is,  “Let  the  buyer  beware.”  However, 
this  very  stance  of  looking  out  for  our  patients’ 
welfare  has  often  caused  us  to  be  deemed  “ter- 
ritorial.” 

It  is  important  to  communicate  a need  for 
industry,  labor,  and  the  medical  profession  to 
begin  to  work  together  and  to  allow  a working 
relationship  to  develop  between  the  patient  and 
the  physician.  We  should  not  be  thwarted  in 
this  endeavor!!  We  must  come  full  circle  and 
be  able  to  communicate  the  predicament  that 
we  now  face  and  return  to  the  trust  that  existed 
previously  between  a patient  and  his/her  doctor, 
if  we  are  to  develop  a more  therapeutic  program. 
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INFECTIOUS  ARTHRITIS  AT  THE  WILMINGTON 
MEDICAL  CENTER  1972-1982 


Gregory  Kujala,  M.D. 


Introduction 

Infectious  arthritis  is  a serious  condition  with 
significant  morbidity  and  mortality.  The  causes 
of  infected  joints  are:  1)  inoculation  by  open, 
surgical  procedure,  closed  needle  aspiration/ 
injection,  or  trauma,  2)  extension  from  adjacent 
cellulitis,  bursitis,  or  osteomyelitis,  and  3)  sepsis. 

Host  factors  predisposing  joints  to  infection 
are  extra- articular  infection,1  prior  joint  abnor- 
malities from  trauma  or  surgery,  especially  in- 
volving prostheses,2  osteoarthritis,3  rheumatoid 
arthritis,4  gout  or  pseudogout,3  or  neuropathies 
producing  Charcot  joints.5  Exposure  to  antibi- 
otics,1 corticosteroids,6  or  cytolytics7  distorts  the 
spectrum  of  infecting  organisms  and  immuno- 

Dr.  Kujala  is  a third-year  resident  in  the  Department  of 
Internal  Medicine  at  The  Wilmington  Medical  Center. 

This  paper  was  awarded  the  1983  Dr.  L.  B.  Flinn  Prize  of  the 
Research  Committee  of  the  Department  of  Medicine. 


logical  response.  Chronic  illnesses  such  as  rheu- 
matoid arthritis,4  systemic  lupus  erythematosis,8 
uremia,9  diabetes  mellitus,1  malignancy,7  sickle 
cell  disease,10  intravenous  drug  abuse11  and  alco- 
holism,12 predispose  to  pyarthritis.  The  infect- 
ing agents  are  usually  bacteria;  anaerobes  are 
rare,  occurring  mainly  with  debilitation.13  Viruses 
are  also  rare  agents  of  pyarthrosis.14  The  rare 
fungal  joint  infection  is  seen  chiefly  in  the  im- 
munocompromised.15'10 Post-infectious  arthritis 
was  recently  reviewed.17 

Methods 

Records  of  all  Wilmington  Medical  Center 
patients  with  a discharge  diagnosis  of  infectious 
arthritis,  joint  infection,  or  gonococcal  arthritis 
were  examined  for  the  11-year  period  January 
1972  to  January  1983.  This  period  was  chosen 
because  the  current  numerical  diagnostic  coding 
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system  was  not  used  prior  to  1972.  The  num- 
ber of  cases  missed  by  this  method  obviously 
depends  on  the  completeness  of  discharge  diag- 
noses. 

Data  was  collected  on  a standard  form.  The 
diagnosis  of  infectious  arthritis  was  accepted  for 
nongonococcal  cases  if  the  synovial  fluid  ( SF ) 
culture  grew  an  organism  ( Class  I ) or  if  the 
clinically  infected  joint  was  culture  negative 
but  an  organism  was  grown  from  blood,  CSF, 
urine,  or  sputum  ( Class  II ) . 

The  classification  presumptive  infectious  arth- 
ritis was  made  for  cases  in  which  the  clinical 
presentation  and  response  to  antibiotics  were 
compatible  with  infection,  and  joint  aspiration 
revealed  pus,  but  cultures  were  negative  ( Class 
III). 

Infectious  arthritis  by  Neisseria  gonorrheae 
was  accepted  if  the  clinical  presentation  sug- 
gested disseminated  gonococcal  infection  (DGI) 
and  N.  gonorrheae  was  cultured  from  synovial 
fluid  or  blood  (Class  IV),  or  cervix,  vagina, 
urethra,  rectum,  or  pharynx  (Class  V). 

Presumptive  gonococcal  arthritis  was  diag- 
nosed when  symptoms  and  signs  of  DGI  were 
present,  and  although  cultures  were  negative, 
antibiotic  therapy  ( in  each  case  intravenous  peni- 
cillin) resulted  in  marked  improvement  within 
a day  (Class  VI). 

Records  were  excluded  from  the  study  despite 
their  discharge  diagnosis  if  crystalline  or  non- 
infeotious,  inflammatory  causes  had  not  been 
excluded. 

Results 

Culture  sites  The  frequency  of  each  diag- 
nostic class  is  shown  in  Table  1.  An  organism 


TABLE  I 

FREQUENCY  OF  CASES  MEETING 
DIAGNOSTIC  CRITERIA 


Nongonococcal 

Gonococcal 

Class  Frequency 

Class 

Frequency 

1 47 

IV 

11 

II  1 

V 

25 

III  8 

VI 

14 

TOTALS  56 

50 

was  grown  from  synovial  fluid  in  55  cases,  in- 
cluding eight  with  N.  gonorrheae.  In  four  pa- 
tients, two  organisms  were  cultured  from  a 
single  joint:  a)  Pseudomonas  cepacia  and  Acine- 
tohacter  spp.,  b)  P.  stutzeri  and  Staphylococcus 
epidermiclis,  c)  S.  aureus  and  Enterococcus,  d) 

S.  aureus  and  nongroup  D hemolytic  Strepto-  ' 

coccus.  Cases  A and  B were  the  elbow  and  , 

knee  respectively  of  the  same  patient  with  rheu- 
matoid arthritis  and  a total  knee  prosthesis,  C 
was  a hip  with  prosthesis  in  a patient  with 
enterococci  cultured  from  urine,  and  D was 
a traumatized  distal  interphalangeal  joint  in  a 
13-year-old. 

Id 

Organisms  The  gonococcus  was  the  single  . 
most  frequently  cultured  organism  (36  times)  \ 
in  this  11-year  series.  If  one  includes  presump-  E 
tive  cases  as  well,  N.  gonorrheae  accounted  for 
as  many  pyarthroses  as  all  nongonococcal  or- 
ganisms combined,  and  was  by  far  an  illness  of 
young  adults.  S.  aureus  was  next  most  frequent  [ 
(24  cases)  followed  by  seven  streptococcal  and  |l 
six  Hemophilus  infections.  Gram  negative  bacilli 
numbered  five  ( Hemophilus  not  counted  here); 
anaerobes,  three. 

Table  II  lists  the  organisms,  their  total  inci- 
dence, and  their  distribution  by  age  of  patient. 

S.  epidermidis  was  cultured  from  two  hips  (one 
with  an  Austin-Moore  prosthesis),  an  inter- 
phalangeal  joint  with  prosthesis,  the  knee  of  a 
55-year-old  rheumatoid  arthritic,  and  the  elbow 
of  an  11-month-old  who  received  intramuscular 
penicillin  prior  to  hospitalization.  Except  for 
the  wrist  pyarthrosis  of  a 55-year-old  woman 
receiving  chronic  hemodialysis,  all  the  Hemo- 
philus influenzae  pyarthritis  occurred  in  infants 
and  children  eight  months  to  two  years  old  with 
no  predilection  for  any  one  joint.  The  five  differ- 
ent gram  negative  bacilli  were  isolated  from  joints 
of  patients  all  over  50  years  of  age. 

Joints  involved  Table  III  summarizes  the  dis- 
tribution of  the  infected  joints.  Some  patients 
had  involvement  of  more  than  one  joint.  Non- 
gonococcal organisms  involved  the  knee  in  about 
half  the  cases,  the  hip  next  but  much  less  fre- 
quently. N.  gonorrheae  was  cultured  from  eight 
clinically  infected  joints,  more  than  half  of 
which  were  knees.  (Figure  1) 
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TABLE  II 


BACTERIA  ISOLATED  DISTRIBUTION  FOR  AGE  OF  PATIENT 

FREQUENCY  OF  ISOLATION 

AGES 

0-6 

7 mo.- 

7-  15- 

30- 

Total 

mo. 

6 yr. 

1 4 yr.  30  yr. 

60  yr. 

60  yr 

Staphylococcus  aureus 

24 

3 

8 2 

6 

5 

S.  epidermidis 

5 

1 

4 

Streptococci 

beta  hemolytic 

Group  A 

2 

1 

1 

Group  B 

I 

1 

Group  G 

1 

1 

Non-A,  -B,  -D 

1 

1 

Enterococcus 

1 

1 

alpha-hemolytic 

1 

1 

Diplococcus  pneumoniae 

2 

1 

1 

Hemophilus  influenzae 

6 

5 

1 

Neisseria  gonorrheae 

36 

28 

8 

Escherichia  coli 

1 

1 

Acinetobacter  spp. 

1 

1 

Pseudomonas  spp. 

1 

1 

P.  stutzeri 

1 

1 

P.  cepacia 

1 

1 

Bacteroides  spp. 

2 

2 

Microaerophyllic  streptococci 

1 

1 

Mixed  infections 

4* 

1 

2 

1 

Presumptive 

Nongonococcal 

8 

4 

1 3 

Gonococcal 

14 

8 

6 

TOTAL 

no 

*See  Text 


Synovial  fluid  analysis  Except  for  examina- 
tion for  crystals,  gram  stain,  and  culture,  synovial 
fluid  analyses  were  generally  not  ordered  on  the 
joint  aspirates  reviewed  here. 

Predisposing  factors  Table  IV  summarizes  the 
information  gleaned  from  the  clinical  history, 
and  juxtaposes  presumed  sources  of  infecting 
bacteria  with  predisposing  factors.  The  cases 
involving  staphylococcus  are  more  numerous 
and  best  demonstrate  the  factors  thought  to 
lessen  host  and  joint  immunocompetence.  Skin 
lesions  such  as  furuncles  and  trauma  were  often 
suspected  in  the  history  as  being  the  primary 
source  of  infection.  Pyarthrosis  in  a cirrhotic 
with  a portacaval  shunt  and  a group  B,  beta 
hemolytic  streptococcal,  or  the  enterococcal  sep- 
tic arthritis  from  an  enterococcal  urinary  tract 
infection  (UTI)  with  indwelling  Foley  catheter 


and  E.  coli  sepsis  and  septic  arthritis  from  E. 
coli  UTI  associated  with  ureteral  calculus  are 
examples  of  high  risk  situations.  The  patient 
with  a group  G streptococcal  ankle  infection  had 

TABLE  III 


DISTRIBUTION  OF  INFECTED  JOINTS 


Nongonococcal 

Gonococcal 

Site 

# 

% of  Total 

# 

Knee 

22 

42 

5 

Hip 

8 

15 

Ankle 

6 

11 

MCP/IP 

5 

10 

Elbow 

4 

8 

1 

Shoulder 

4 

8 

1 

Wrist 

2 

3 

1 

Sternoclavicu 

lar  1 

2 

Sacroiliac 

1 

2 

TOTALS 

53 

8 

6 7 


Del  Med  Jrl,  Dec  1983 — Vol  55,  No  12 


Infectious  Arthritis  at  The  Wilmington  Medical  Center:  1972-1982 — Kujala 


FIGURE  1 

DISTRIBUTION  OF  INFECTED  JOINTS 


colonic  adenocarcinoma  and  will  be  reported 
elsewhere  (personal  communication,  James  H. 
Newman,  M.D.,  and  Rebecca  Jaffe,  M.D. ). 

Therapy  Surgical  incision  and  drainage  were 
done  in  nine  of  the  53  joints  with  nongonococcal 
infection.  Three  patients  with  Hemophilus  py- 
arthroses  (hip,  elbow,  ankle)  and  one  with  S. 
aureus  hip  infection  underwent  surgery  soon 
after  presentation.  In  three  other  cases,  the  hip 
was  involved;  one  necessitated  removal  of  an 
Austin-Moore  prosthesis.  One  interphalangeal 
joint  and  one  knee  with  S.  aureus  also  received 
early  surgical  therapy.  In  the  other  (80%  of 
nongonococcal  and  100%  of  gonococcal)  pa- 
tients, medical  management  was  successful.  In 
the  earlier  cases  of  this  review,  intra-articular 
antibiotics  were  given  during  medical  therapy, 
but  this  was  infrequent.  In  only  a few  patients 
were  serial  joint  aspirations  for  cell  count  and 
culture  documented  in  the  chart.  Very  little 
information  was  available  about  sequelae  or  sub- 
sequent joint  function. 

Discussion 

Clinical  manifestations  Acute  nongonococcal 
infectious  arthritis  usually  presents  in  a single 


TABLE  IV 

INFECTING  ORGANISM,  PRESUMED  SOURCE  AND  PREDISPOSING  FACTORS 


SOURCE 

PREDISPOSING  FACTOR 

S.  aureus 

Skin:  boils,  furuncles 

OA,  RA,  SLE,  diabetes  mellitus, 
trait,  trauma,  corticosteroids, 
prosthesis,  surgery 

S.  epidermidis 

Skin 

OA,  prosthesis,  surgery 

Streptococcus— Grp.  A 

Pharynx 

Grp.  B 

Gut 

Cirrhosis,  protocaval  shunt 

Grp.  G 

Colon 

Adenocarcinoma  of  colon 

Non-A,  -B,  -D 

Skin 

Trauma 

Enterococcus 

UTI 

Indwelling  Foley  catheter 

Pneumococcus 

Pneumonia 

CLL 

H.  influenzae 

Meningitis,  URI 

Chronic  hemodialysis 

Gonococcus 

GU  tract,  rectum,  pharynx 

Menstruation 

E.  coli 

UTI 

Ureteral  calculus,  elderly 

Pseudomonas 

Skin 

RA,  steroids,  prosthesis 

Bacteroides 

Gl  tract 

Metastatic  CA,  RA,  cytolytics, 
corticosteroids 

*OA— osteoarthritis,  RA— rheumatoid  arthritis,  SLE— systemic  lupus  erythematosis,  CLL— chronic  lympho- 
cytic leukemia,  CA— carcinoma 
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joint.  Symptoms  include  fever  and  rigors  if 
sepsis  is  present,  but  these  may  be  absent  in  the 
elderly,0  or  in  patients  with  rheumatoid  arthritis4 
or  on  corticosteroids.0  Pain  and  loss  of  function 
are  common  complaints  of  infected  joints,  which 
generally  display  the  cardinal  signs  of  inflamma- 
tion: heat,  swelling,  tenderness,  and  limited 
range  of  motion,  and  perhaps  erythema.  Effu- 
sions may  be  massive  and  easily  palpable,  or 
difficult  to  discern  as  in  adults’  hips.  Joints 
previously  damaged  by  arthritis  of  any  type 
may  be  misdiagnosed  as  having  a flare  of  inflam- 
matory disease  while  infection  goes  unrecog- 
nized. Kellgren  described  a series  of  patients 
in  whom  diagnosis  was  made  only  at  necropsy.4 
Infections  of  the  spine  require  a high  degree 
of  suspicion  for  diagnosis;  thoracic  spine  pain 
should  prompt  a thorough  workup.  Fungal 
pyarthroses  often  have  an  indolent  course  and 
are  often  diagnosed  after  an  extended  time.10 

Septic  arthritis  may  present  subtly,  especially  in 
children  with  infected  hips.18  Here  the  physician 
must  rely  on  the  child’s  general  appearance  as 
well  as  on  the  history  and  exam.  When  infected, 
the  hip  joint  is  often  positioned  in  flexion,  ad- 
duction, and  internal  rotation.  A normal  appear- 
ing knee  may  have  pain  referred  from  the  affected 
hip  via  the  obturator  nerve.  Two  children  with 
infected  hips,  a 7-month-old  with  S.  aureus,  and 
the  other  a 2-year-old  with  H.  influenzae  and 
meningitis  were  both  clinically  suspect  by  their 
physicians  because  of  lethargy  and  irritability, 
high  fever,  and  characteristic  posturing  of  the 
extremity.  Surgical  drainage  confirmed  the 
diagnoses. 

The  distribution  of  infected  joints  in  the  non- 
gonococcal patients  is  similar  to  the  results  of 
other  series,  the  knee  being  most  commonly  in- 
volved.12 It  is  difficult  to  say  from  this  retro- 
spective series  whether  this  predominance  is 
because  the  knee  is  larger  or  more  easily  aspi- 
rated. It  is  a weakness  of  retrospective  studies 
that  in  some  cases  multiple  joint  involvement 
may  not  have  been  mentioned  in  the  clinical 
record.  The  small  number  of  gram  negative 
bacillary  pyarthroses  did  involve  single  joints 
and  over  half  were  in  surgically  altered  joints. 

The  clinical  presentation  of  disseminated  gono- 
coccal infection  differs  from  that  of  nongono- 


coccal infectious  arthritis.  Migratory  polyarth- 
ralgias,  and  tenosynovitis,  fever,  and  chills,  dis- 
tinctive skin  lesions  preceding  monoarthritis 
with  large  effusions,  and  rapid  clinical  response 
to  intravenous  antibiotics  are  characteristic.19 
The  clinical  syndrome  that  Keefer  and  Spink 
described  in  the  prepenicillin  era  is  not  what  we 
see  today.20  The  availability  of  antibiotics  has 
decreased  the  incidence  of  the  serious  complica- 
tions of  untreated  DGI  such  as  abscesses,  endo- 
carditis, glomerulonephritis,  pneumonia,  even 
death. 

Within  the  past  ten  years,  attention  has  turned 
toward  the  spectrum  of  clinical  presentation  of 
disseminated  gonococcal  infection  ( DGI ) . Keiser 
et  al  proposed  two  phases.21  The  first,  the  early 
bacteremic  stage  presents  as  fever,  chills,  migra- 
tory arthralgias,  and  skin  lesions,  but  little  in 
the  way  of  effusions  or  monoarthritis.  The  sec- 
ond phase  occurs  later,  with  monoarticular  dis- 
ease only.  Goldenberg  recently  proposed  that 
the  entire  DGI  syndrome  he  viewed  as  a post- 
infectious  or  reactive  arthritis.17  Differences  in 
clinical  presentation  have  been  correlated  with 
serum  resistance  of  various  strains  of  gonococci, 
the  more  resistant  associated  with  the  tenosyno- 
vitis-dermatitis picture.22  Also,  levels  of  serum 
immune  complexes  parallel  clinical  disease  in 
DGI,  but  are  rarely  found  when  gonococcal 
disease  is  local.23 

It  is  interesting  that  in  this  review  there  were 
II  patients  with  N.  gonorrhea  cultured  from 
blood  or  synovial  fluid,  but  none  had  both.  There 
were  patients  with  doubly  positive  cultures  from 
blood  and  cervix,  as  well  as  from  synovial  fluid 
and  cervix.  The  clinical  descriptions  were  incom- 
plete and  did  not  provide  data  for  detailed  timing 
of  symptoms,  signs,  and  cultures.  It  was,  how- 
ever, frequently  noted  that  within  a day  of 
starting  intravenous  penicillin,  symptoms  mark- 
edly diminished  or  disappeared.  This  rapid 
response  has  been  called  diagnostic  in  situations 
where  cultures  fail  to  support  strong  clinical 
suspicion  of  DGI.19 

Diagnosis  Rapid  and  accurate  diagnosis  of 
joint  infection  relies  on  a thorough  history  with 
attention  to  host  impairment  and  consideration 
of  the  infectious  organisms  of  high  probability. 
Next,  the  patient  is  examined  for  signs  of  pyarth- 
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litis  and  nonarticular  infection.  Examination  of 
synovial  fluid  for  WBC  and  differential,  crystals, 
gram  stain,  and  culture  should  then  follow  with- 
out delay.  The  manifestations  of  pyarthritis  that 
the  clinician  must  elicit  in  the  history  were  dis- 
cussed above,  and  predisposing  factors  have 
already  been  outlined. 

Gram  positive  cocci  are  frequent  agents  of 
infectious  arthritis  at  any  age.24  Staphylococci 
are  associated  with  skin  infection,  trauma,  or 
joints  altered  by  surgery  or  arthritis.  Staphylo- 
cocci were  the  most  frequently  cultured  non- 
gonococcal organism  (Table  II)  and  were  asso- 
ciated with  skin  infections  and  the  usual  host 
impairments.  (Table  IV)  Streptococcal  infec- 
tions were  not  numerous,  but  the  variety  is 
representative  of  data  from  other  series.  The 
pneumococcus,  an  infrequently  seen  organism 
in  recent  series,12  was  seen  only  twice.  One  was 
a 76-year-old  patient  taking  chlorambucil  who 
had  a type  22  pneumococcal  pneumonia.  The 
other  was  a 6-month-old  with  type  18  pneumo- 
coccal septic  arthritis. 

Persons  at  special  risk  for  gram  negative 
pyarthritis  include  the  elderly,  those  with  debili- 
tating disease,  concurrent  extra-articular  infection, 
prior  arthritis,  and  those  receiving  antibiotics  or 
immunosuppressives.9’11  The  five  patients  in- 
cluded here  did  involve  the  above  risk  factors. 
In  only  one  was  a bacteremic  etiology  most 
likely:  E.  coli  cultured  from  urine  and  knee. 

Pyarthroses  caused  by  a variety  of  gram  nega- 
tive bacilli  have  been  described,11  but  two  de- 
serve mention.  Infection  with  Serratia  is  an  im- 
portant differential  in  those  patients  status  post- 
renal  transplantation  with  acute  arthritis.23  In- 
travenous heroin  abusers  seem  to  have  a predilec- 
tion for  Pseudomonas  pyarthrosis  of  the  sterno- 
clavicular joint.11 

Two  of  the  three  anaerobic  joint  infections 
recorded  involved  immunologic  impairment  as 
expected.13  Bacteroides  was  cultured  from  the 
shoulder  of  a man  with  metastatic  carcinoma  re- 
ceiving cytolytics,  and  from  the  knee  of  a rheu- 
matoid on  corticosteroids.  A human  bite  in- 
fected an  interphalangeal  joint  with  anaerobic 
streptococci  in  the  third  case. 

Examination  of  the  patient  may  reveal  signs 


of  pyarthritis  as  reviewed  above,  but  sites  of 
concurrent  infection  may  be  difficult  to  find. 
Radiographic  evaluation  of  the  joint  and  ad- 
jacent bone  at  initial  examination  complement 
the  physical  exam  if  unsuspected  effusion,  prior 
arthritic  changes,  hip  obturator  sign,  or  rarely, 
gas  within  a joint  are  seen.20  Serial  studies  are 
often  valuable.  Radionuclide  imaging  may  focus 
attention  on  unsuspected  joints  and  tissues.27 

Synovial  fluid  aspiration,  examination,  and 
culture  are  essential.  A classical  pyarthrosis, 
synovial  fluid  will  display  WBC  count  exceeding 
50,000/mm3  with  90%  polymorphonuclears.1 
Peripheral  leukocytosis  may  occur  in  only  60% 
of  cases,  while  elevated  sedimentation  rate  occurs 
in  most.1  Patients  with  gram  negative  infections 
generally  do  have  peripheral  leukocytosis  with 
left  shift.11  Infected  synovial  fluid  with  counts 
as  low  as  6,000/mm3  are  recorded,  and  con- 
versely, noninfectious,  inflammatory  fluids  may 
have  leukocyte  counts  greater  than  50,000/mm3.28 
A poor  mucin  clot  is  usually  seen;  serum  glucose 
to  synovial  fluid  difference  greater  than  40  mg/dl 
is  strong  evidence  for  infection.1  Synovial  fluid 
acidosis  correlates  with  synovial  fluid  leukocyte 
count;  lactate  concentrations  in  synovial  fluid 
have  been  proposed  as  a rapid  diagnostic  parame- 
ter for  nongonococcal  oases.30 

Examination  of  synovial  fluid  for  crystals  is 
important,  but  one  should  never  withhold  the 
diagnosis  or  treatment  of  infectious  arthritis  be- 
cause positively  or  negatively  birefringent  crys- 
tals are  seen;3  Gas-liquid  chromatography  pro- 
viding succinic  and  lactic  acid  profiles  of  synovial 
fluid30  or  microbial  antigen  detection  by  counter- 
immunoelectrophoresis,31  immunofluorescence,32 
or  complement  fixation  may  help  in  diagnosis 
even  after  antibiotic  therapy  has  negated  cul- 
ture results. 

Gram  stain  and  culture  of  synovial  fluid  are 
fundamental,  yet  the  gram  stain  was  positive  in 
only  65%  of  nongonococcal  joint  infections  in 
one  series,1  and  in  50%  in  another.33  The  gram 
stain  is  often  negative  in  DGI.19  In  the  present 
study,  few  synovial  fluid  analyses  were  recorded 
on  the  charts.  Often  the  Microbiology  Labora- 
tory slip  was  the  only  record,  listing  pus  cells 
and  gram  stain  morphology.  In  a few  patients,  it 
was  obvious  that  the  proper  choice  of  antibiotics 
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was  based  on  initial  synovial  fluid  cell  count 
and  gram  stain. 

Gram  stain  and  culture  of  all  other  potentially 
infective  sites,  especially  blood,  must  be  done. 
In  special  clinical  groups  certain  sites  are  more 
likely  to  be  of  value:  skin  lesions  for  S.  aureus 
in  patients  with  rheumatoid  disease,  the  ano-geni- 

Stal  area  and  pharynx  for  N.  gonorrhea  in  other- 
wise healthy  young  adults,  CSF  for  H.  influenzae 
in  infants.  Synovial  biopsy  and  culture  may  be 
necessary  in  chronic,  atypical  mono-oligoarthritis 
where  a fungal  etiology  is  possible.16  Synovial 
fluid  cultures  may  be  sterile  because  of  prior 
antibiotics  or  incomplete  culture  techniques,  as 
with  the  development  of  L-forms.19 

The  diversity  of  infecting  organisms  in  Table  II 
compares  well  with  other  lists  published.113’18’33 
Notably  absent  from  Table  II  are  the  fungi  and 
viruses.  Of  these,  Mycobacteria 16  and  Candida 15 
are  the  most  frequent  causes  of  infectious  arthritis. 
Viral  infectious  arthritis  is  rare  but  well-docu- 
mented.14 Improved  culture  techniques  may  pro- 
mote an  increase  in  such  diagnoses. 

Management  Proper  care  of  acute  infectious 
arthritis  starts  with  a high  degree  of  clinical 
suspicion  and  a rapid  initiation  of  diagnostic 
maneuvers.  This  should  be  followed  by  a rational 
choice  of  empiric  antibiotic  therapy,  adequate 
joint  drainage,  and  joint  immobilization  in  a 
position  of  function.  Continuous  clinical  and 
laboratory  assessment  for  infection  and  damage 
must  be  done.  Except  for  the  hip,  most  pyarth- 
roses  are  treated  medically  with  intravenous  anti- 
biotics and  percutaneous  needle  aspirations  until 
synovial  fluid  cell  counts  normalize  and  gram 
stain  and  cultures  are  negative.34  Acidosis  im- 
pairs aminoglycoside  action.29  Histological  studies 
have  shown  that  damage  to  cartilage,  whether 
from  leukocytic  enzymes  or  elevated  intra-ar- 
ticular  pressure,  occurs  early.35  Thus  synovial 
fluid  aspirations  are  not  only  diagnostic  but  thera- 
peutic. 

The  infected  shoulder  or  hip,  especially  in 
children,  presents  special  problems.  Adequate 
drainage  by  needle  aspiration  is  difficult,  and  the 
humeral  and  femoral  heads  are  vulnerable  to 
ischemia  as  joint  pus  compresses  their  arterial 
supply.18’34  Most  authors  describe  poor  results 


with  hip  pyarthrosis  and  recommend  arthrotomy, 
perhaps  with  placement  of  irrigation  catheters.34 
Pyarthritis  unresponsive  to  medical  therapy  must 
receive  surgical  treatment.  Joint  infection  asso- 
ciated with  pre-existing  rheumatoid  arthritis  has 
a poor  prognosis  for  both  morbidity  and  mor- 
tality.4 In  this  series,  all  but  one  infected  hip 
had  arthrotomy;  half  had  previously  undergone 
hip  surgery.  Joint  dysfunction  resulting  from 
prior  infection  is  especially  serious  in  children. 
In  one  series  27%  had  sequelae,  8%  with  im- 
paired ambulation.30 

Before  culture  and  sensitivity  results  return, 
empiric  antibiotic  therapy  based  on  the  gram 
stain,  the  patient’s  age,  and  factors  predisposing 
to  organisms  of  greatest  risk  should  be  pre- 
scribed.37 Infants  less  than  six  months  are  highly 
susceptible  to  gram  negative  bacilli  and  staphy- 
lococci. Children  less  than  six  years  are  at  high 
risk  for  Hemophilus  or  staphylococci.18  The  five 
oases  of  H.  influenzae  pyarthritis  listed  in  Table 
II  bear  this  out.  In  trauma-associated  pyarthritis, 
staphylococci  are  especially  likely,  as  well  as 
occurring  in  healthy  individuals  with  no  obvious 
source  of  infection.24  This  relationship  is  seen 
in  the  24  cases  here.  In  this  series,  the  best 
clinical  record  of  symptoms  and  signs  was  in  the 
DGI  group,  thus  aiding  diagnosis  and  anti- 
biotic choice.  The  gonococcus  must  be  con- 
sidered in  children.38 

Antibiotics  given  empirically  should  cover  the 
most  likely  organism.  Intra-articular  adminis- 
tration is  generally  unnecessary  because  anti- 
biotics attain  therapeutic  concentrations  in  syno- 
vial fluid  when  given  intravenously.39’40  Moni- 
toring synovial  fluid  antibiotic  concentrations  by 
tube  dilution  method  has  been  recommended, 
but  serum  antibiotic  levels  have  also  been  found 
to  correlate  closely.40  Delay  of  therapy  appears 
to  be  as  important  an  indicator  of  bad  prognosis 
as  the  organism  cultured  or  the  antibiotic 
started.33’34,36 

Summary 

Presented  here  are  106  cases  of  acute  infectious 
arthritis  treated  in  The  Wilmington  Medical  Cen- 
ter during  the  11-year-period  1972  to  1983.  An 
organism  was(  cultured  from  synovial  fluid  in 
84%  of  nongonococcal  infections.  In  16%  of 
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gonococcal  infections,  synovial  fluid  cultures 
were  positive.  N.  gonorrheae  was  cultured  most 
frequently  overall.  S.  aureus  accounted  for  about 
half  of  the  nongonococcal  pyarthroses.  The 
knee  was  the  most  commonly  involved  joint;  the 
hip  second.  Factors  felt  to  predispose  these  pa- 
tients to  infected  joints  were  similar  to  those  in 
previously  published  series.  This  retrospective 
investigation  was  limited  by  the  lack  of  docu- 
mented synovial  fluid  analyses.  From  my  review 
of  these  charts  and  the  literature,  I suggest  that 
whenever  pyarthrosis  is  suspected,  1)  synovial 
fluid  be  sent  routinely  for  cell  count,  crystal 
analysis,  glucose  and  lactate  levels,  gram  stain, 
and  culture,  2)  viral  cultures  be  ordered  in  clinic- 
ally applicable  cases,  and  3)  more  complete 
itemizations  be  done  in  discharge  summaries  and 
lists  of  discharge  diagnoses. 
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The  outstanding  success  of  The  HMO  of 
Delaware  has  created  a need  for  additional 
Physicians  on  staff.  Ourcurrent  needs  through 
1984  will  be  primarily  in  the  family  practice 
specialty 

Our  unique  method  of  health  care  delivery 
requires  Physicians,  who  are  oriented  toward 
preventative  medicine,  health  education,  man- 
aged health  care,  peer  review/consultation, 
working  in  a team  setting,  effective  patient 
relations  and  above  all  a commitment  and 
capability  to  deliver  the  highest  quality  of  care 
in  a cost  effective  manner 


We  are  proud  of  our  initial  team  of  professionals, 
ancilliary  and  support  staff  and  we  desire  to 
grow  by  adding  the  same  high  quality.  Our 
Physicians,  of  course,  are  the  key. 


If  you  are  board  certified,  possess  the  above 
orientation  and  skills  and  want  to  practice 
medicine  without  the  frustration  of  managing  a 
business,  or  would  like  to  change  from  a 
traditional  primary  health  care  delivery,  we 
would  like  to  hear  from  you.  Please  contact  in 
confidence:  R.  Walter  Powell,  M.D.,  Medical 
Director,  P O.  Box  6008,  Newark,  DE  19714.  An 
Equal  Opportunity  Employer  m/f. 
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Deaths 

JOSEPH  M.  MESSICK,  M.D. 

Joseph  M.  Messick,  M.D.,  of  Wilmington,  died 
of  heart  failure  December  12,  1983.  He  was 
80  years  old. 

A graduate  of  Washington  College  in  Chester- 
town,  Maryland,  and  the  University  of  Pennsyl- 
vania Medical  School,  Dr.  Messick  interned  at 
Reading  General  Hospital  and  did  a three-year 
fellowship  in  internal  medicine  at  the  Mayo 
Clinic. 

In  1933,  Dr.  Messick  joined  the  Du  Pont 
Company’s  Medical  Division  where  he  worked 
as  an  internist  until  his  retirement  in  1964. 

Dr.  Messick  was  a member  of  the  Delaware 
Academy  of  Medicine,  the  New  Castle  County 
Medical  Society,  the  Medical  Society  of  Dela- 
ware, the  American  College  of  Physicians,  and 
the  Alumni  Association  of  the  Mayo  Clinic. 

Dr.  Messick  is  survived  by  his  wife,  Dorothy 
M.;  two  sons,  Dr.  Joseph  M.,  Jr.,  of  Rochester, 
Minnesota,  and  George  H.,  of  Cambridge,  Mary- 
land; a sister,  Leah  Phillips,  of  Salisbury,  Mary- 
land; and  four  grandchildren. 

% % % 

ELIZABETH  B.  MILLER,  M.D. 

Elizabeth  B.  Miller,  M.D.,  a pioneer  physician 
in  Delaware  who  received  international  praise 
for  her  medical  missionary  service  in  the  Hima- 
laya Mountains,  died  from  a massive  cerebral 
hemorrhage  at  the  age  of  82  on  December  12, 
1983. 

After  graduating  from  Dickinson  College  in 
Pennsylvania  in  1923,  Mrs.  Miller  attended  what 
was  then  known  as  the  Women’s  Medical  Col- 
lege in  Philadelphia.  After  completing  her  resi- 
dency at  Lancaster  General  Hospital  in  Penn- 
sylvania, she  came  to  Wilmington  in  1928,  and 
began  practice  with  her  husband,  Edgar  R.  Mil- 
ler, Sr.,  M.D. 

The  Millers  first  applied  to  the  Methodist 
Committee  of  the  United  Missions  Board  in  New 
York  for  permission  to  do  missionary  work  in 
India  or  Nepal  in  1927.  They  were  discouraged 
in  their  request  and  told  to  return  to  Wilmington 
to  their  practice.  In  1954,  when  the  Millers  were 
in  their  mid-50s,  they  applied  again,  again  were 
turned  down,  and  were  criticized  by  the  Board 
for  even  considering  such  a project  at  their  age. 


Despite  the  refusal  of  their  application,  several 
of  the  board  members  were  impressed  by  the 
determination  shown  by  the  Millers  and  began 
an  investigation  into  how  sincere  and  devoted 
the  couple  really  was  to  the  project.  Five  months 
later,  the  Millers  were  finally  accepted,  and  in 
1957  they  went  to  Nepal  as  medical-missionaries. 
In  1964,  King  Mahendra  of  Nepal  decorated  the 
Millers  with  a medal  designating  them  as  “right 
hands  of  the  royal  family.”  The  Millers  remained 
in  Nepal  until  they  retired  from  the  medical- 
missionary field  in  the  mid-60s. 

Mrs.  Miller  also  received  the  national  Phi  Mu 
Sorority  award  of  distinction  as  a physician  and 
church  leader  in  1952,  and  was  chosen  as  the 
outstanding  woman  of  1952  in  the  Delaware- 
Pennsylvania  district  of  the  Phi  Mu  Alumnae. 

Last  month  the  Millers  were  honored  at  a cele- 
bration at  the  Second  Baptist  Church  in  Wil- 
mington, which  was  attended  by  more  than  200 
people  from  37  churches  in  northern  Delaware 
County,  Pennsylvania  and  Cecil  County,  Mary- 
land. 

Mrs.  Miller  was  stricken  as  the  Millers  re- 
turned from  Washington,  D.C.,  where  they  were 
visiting  royalty  from  Nepal  with  whom  they  had 
been  friendly  during  their  missionary  days. 

Mrs.  Miller  is  survived  by  her  husband,  Dr. 
Edgar  R.  Miller,  Sr.;  a son,  Dr.  Edgar  R.  Miller, 
Jr.,  of  Kennett  Square,  Pennsylvania;  a daughter, 
Elizabeth  Jenkins,  of  Wilmington;  nine  grand- 
children; and  one  great-grandchild. 

>*;  •»; 

EDWARD  S.  PARVIS,  M.D. 

Edward  S.  Parvis,  M.D.,  of  Wilmington,  died 
of  cancer  at  the  age  of  80.  Dr.  Parvis  was  the 
former  president  of  the  executive  committee  of 
the  Memorial  Division  and  a Wilmington  physi- 
cian for  53  years. 

A Wilmingtonian  born  in  1903,  Dr.  Parvis  re- 
turned to  Wilmington  to  practice  in  1930  after 
graduating  from  Brown  University  and  Hahne- 
mann University  in  Philadelphia.  While  in  private 
practice,  he  also  served  as  staff  physician  for  the 
Memorial  Hospital,  the  General  Hospital,  and 
the  Delaware  Hospital,  now  the  three  divisions 
of  The  Wilmington  Medical  Center. 

During  World  War  II,  Dr.  Parvis  served  four 
Continued  on  page  704 
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ANNUAL  MEETING  HIGHLIGHTS 


M.  Margaret  Smith  O’Brien,  M.D.,  received  the  Distinguished 
Service  Award  for  her  outstanding  contribution  to  the  health  and 
well  being  of  the  community,  and  to  medicine  in  general.  Dr. 
O’Brien,  the  first  woman  intern  at  Delaware  Hospital,  went  into 
private  practice  in  pediatrics  in  1952.  Four  years  later,  she 
withdrew  from  private  practice  to  work  in  Public  Health  Clinics 
and  School  Health  while  raising  six  children.  Her  outstand- 
ing and  unselfish  record  in  community  health  and  compassion 
for  the  less  fortunate  citizens  of  the  state  has  followed  her  over 
the  years  to  her  current  position  of  Medical  Director  of  the 
Porter  State  Service  Center. 


The  President’s  Award  was  presented  to  Vincent  G.  J.  Lobo, 
Jr.,  D.O.,  of  Harrington,  for  his  service  and  outstanding  contribu- 
tion to  medicine  in  the  community  and  State  of  Delaware.  Dr. 
Lobo,  besides  his  medical  career,  has  also  served  as  the  mayor 
and  police  commissioner  of  Fenwick  Island,  and  vice-mayor  and 
police  commissioner  of  Harrington,  Delaware.  Dr.  Lobo  has 
been  of  tremendous  assistance  to  the  Society  by  keeping  indi- 
vidual legislators  informed  of  the  Society’s  positions  on  significant 
medical  legislation. 


At  the  1983  House  of  Delegates  meeting  on  November  18, 
1983,  the  Medical  Society  of  Delaware  honored  Henri  F.  Wendel, 
M.D.,  for  his  leadership  over  the  years  as  Speaker  of  the  House 
of  Delegates.  Dr.  Wendel  was  presented  with  a certificate  and 
a pin  for  his  many  years  of  dedicated  service. 
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Annual  Meeting  Highlights 


A special  citation  was  presented  to  William  P.  Frank,  of  the  News-Journal 
Papers,  in  recognition  and  appreciation  of  his  contribution  to  the  Oral  History 
Project  of  the  Cultural  and  Historical  Committee  of  the  Medical  Society  of  Dela- 
ware and  the  Delaware  Academy  of  Medicine. 


This  year  the  Society  also  honored  its  22  living  past  presidents  at  the  Annual 
Meeting  Banquet.  The  past  presidents  were  presented  with  engraved  medallions. 


1951-1952  Ervin  L.  Stambaugh,  M.D. 
1954-1955  Lewis  B.  Flinn,  M.D. 

1956- 1957  Boger  Murray,  M.D. 

1957- 1958  John  B.  Baker,  M.D. 
1959-1960  James  E.  Marvil,  M.D. 
1962-1963  Willard  F.  Preston,  M.D. 

1965- 1966  Andrew  M.  Gehret,  M.D. 

1966- 1967  H.  Thomas  McGuire,  M.D. 

1968- 1969  Charles  M.  Moyer,  M.D. 

1969- 1970  Henry  H.  Stroud,  M.D. 

1970- 1971  Rhoslyn  J.  Bishoff,  M.D. 


1971- 1972  Herbert  M.  Baganz,  M.D. 

1972- 1973  Joseph  A.  Elliott,  M.D. 

1973- 1974  William  J.  Vandervort,  M.D. 

1974- 1975  Joseph  E.  Belgrade,  M.D. 

1975- 1976  Calvin  B.  Hearne,  M.D. 

1976- 1977  C.  E.  Graybeal,  M.D. 

1977- 1978  John  J.  Egan,  M.D. 

1978- 1979  Anthony  L.  Cucuzzella,  M.D. 

1979- 1980  Robert  B.  Flinn,  M.D. 

1980- 1981  Robert  W.  Frelick,  M.D. 

1981- 1982  Rafael  A.  Zaragoza,  M.D. 


£ '>1  % 


50-YEAR  MEMBERS 


Members  of  the  Medical  Society  of  Delaware 
who  have  completed  50  years  in  the  practice  of 
medicine  are  honored  at  the  House  of  Dele- 
gates’ luncheon  each  year.  Four  members  at- 
tained this  distinction  in  1983.  Plaques  in  honor 
of  this  achievement  have  been  presented  to  Vy- 
tautas  Avizonis,  M.D.,  Joseph  R.  Beck,  M.D., 
Elmer  R.  Gross,  M.D.,  and  Oliver  A.  James,  M.D. 
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COMMITTEES  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  1984 


STANDING  COMMITTEES 


MEDICAL  REVIEW 


BUDGET 

Peter  R.  Coggins,  M.D.,  Chairman 

O.  S.  Allen,  II,  M.D.  T.  E.  Dyer,  M.D. 

R.  T.  D’Alonzo,  M.D.  C.  S.  Papastavros,  M.D. 

T.  S.  Vates,  Jr.,  M.D. 


BYLAWS 

Dene  T.  Walters,  M.D.,  Chairman 
Christos  S.  Papastavros,  M.D.,  Vice-Chairman 

R.  J.  Bishoff,  M.D.  J.  J.  Egan,  M.D. 

J.  L.  Campbell,  M.D.  C.  R.  Green,  Jr.,  M.D. 

W.  H.  Duncan,  M.D.  V.  G.  J.  Lobo,  Jr.,  D.O. 


JUDICIAL  COUNCIL 

Marvin  H.  Dorph,  M.D.,  Chairman 

A.  L.  Cucuzzella,  M.D.  C.  E.  Graybeal,  M.D. 
J.  J.  Egan,  M.D.  O.  K.  Hamilton,  M.D. 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Anis  Saliba,  M.D.,  Vice-Chairman 


A.  B.  Aranilla,  M.D. 

J.  H.  Benge,  M.D. 

G.  K.  Berger,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 

B.  W.  Culpepper,  M.D. 

F.  M.  Davis,  D.O. 

R.  L.  Domingo,  M.D. 

J.  J.  Egan,  M.D. 

E.  M.  Goldenberg,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  E.  Graybeal,  M.D. 

C.  R.  Green,  Jr.,  M.D. 

O.  K.  Hamilton,  M.D. 


C.  B.  Hearne,  M.D. 

Th  E.  Heckman,  M.D. 
J.  F.  Kestner,  Jr.,  M.D. 
A.  Lazarus,  M.D. 

R.  N.  Ligo,  M.D. 

A.  Mansoory,  M.D. 

P.  J.  Mette,  M.D. 

A.  P.  Nabha,  M.D. 

M.  Oz,  M.D. 

C.  S.  Papastavros,  M.D 
I.  M.  Tuzun,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 
T.  S.  Vates,  Jr.,  M.D. 

L.  W.  Whitney.,  M.D. 


H.  Wilk,  M.D. 


PEER  REVIEW  AND  PROFESSIONAL  EVALUATION 
Gustave  K.  Berger,  M.D.,  Chairman 


MEDICAL  ECONOMICS 


PROGRAM 


Ben  C.  Corballis,  M.D.,  Chairman 
Robert  E.  Heckman,  M.D.,  Vice-Chairman 


O.  S.  Allen,  II,  M.D. 

J.  A.  Arminio,  M.D. 

M.  J.  Cosgrove,  M.D. 

G.  N.  Eriksen,  M.D. 

H.  W.  Gray,  Jr.,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
R.  N.  Hindin,  M.D. 

G.  A.  Koniver,  M.D. 

O.  S. 


R.  L.  Meckelnburg.  M.D. 

B.  S.  Palekar,  M.D. 

J.  K.  Park,  M.D. 

R.  J.  Scacheri,  M.D. 

D.  Schetman,  M.D. 

M.  E.  Stillabower,  M.D. 
R.  R.  Strocko,  M.D. 

C.  W.  Wagner,  M.D. 
iver,  M.D. 


MEDICAL  LIABILITY  INSURANCE 

Ben  C.  Corballis,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


R.  G.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

J.  J.  Chabalko,  M.D. 

L.  M.  Garcia,  M.D. 

E.  Ger,  M.D. 

M.  Gibbs,  M.D. 

C.  R.  Green,  Jr,  M.D. 
O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

S.  L.  Hershey,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 


A.  W.  Levy,  D.O. 

O.  R.  Medinilla,  M.D. 

P.  J.  Mette,  M.D. 

J.  B.  McClements,  M.D. 

D.  A.  Nelson,  M.D. 

P.  B.  Panzer,  M.D. 

H.  J.  Stein,  M.D. 

J.  C.  Straughn,  M.D. 

P.  R.  Walker,  M.D. 

R.  K.  Whiting,  M.D. 

J.  R.  Yanez,  M.D. 

A.  F.  Zimmerman,  M.D. 


William  L.  Sprout,  M.D.,  Chairman 


Id.  R.  Cowell,  M.D. 

S.  L.  Edell,  D.O. 

L.  Edelsohn,  M.D. 
W.  D.  Johnson,  M.D. 


V.  J.  Maximo,  M.D. 

R.  L.  Meckelnburg,  M.D. 
R.  B.  Rodrigue,  M.D. 

F.  T.  Viloria,  M.D. 


R.  L.  Wuertz,  M.D. 


PUBLIC  AND  PROFESSIONAL  EDUCATION 

E.  Wayne  Martz,  M.D.,  Chairman 
Jane  C.  Straughn,  M.D.,  Vice-Chairman 

R.  Z.  Abdel-Misih,  M.D.  J.  F.  Kestner,  Jr.,  M.D. 


D.  A.  Alvarez,  M.D. 

A.  A.  Amurao,  M.D. 

H.  Bolourchi,  M.D. 

C.  G.  Bongalos,  M.D. 

E.  Craven,  M.D. 

W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 

J.  Gelb,  M.D. 

C.  I.  Glassman,  M.D. 

E.  M.  Goldenberg,  M.D. 
M.  J.  Granada,  M.D. 

O.  K.  Hamilton,  M.D. 

R.  N.  Hindin,  M.D. 

J.  M.  Hofford,  M.D. 


K.  A.  Kim,  M.D. 

P.  J.  Mette,  M.D. 

J.  C.  Pamintuan,  M.D. 
Y.  A.  Patel,  M.D. 

B.  Z.  Paulshock,  M.D. 
S.  R.  Permut,  M.D. 

J.  F.  Reamer,  M.D. 

R.  B.  Rodrigue,  M.D. 
M.  Saberi,  M.D. 

S.  Singh,  M.D. 

J.  J.  Storlazzi,  Jr.,  M.D. 

F.  T.  Viloria,  M.D. 

D.  T.  Walters,  M.D. 

J.  S.  Wills,  M.D. 


R.  Winkelmayer,  M.D. 
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I 


PUBLIC  LAWS 

Allston  J.  Morris,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


C.  Allen,  M.D. 

R.  J.  Bishoff,  M.D. 

V.  T.  Davis,  M.D. 

E.  S.  Dennis,  M.D. 

C.  R.  Donoho,  Sr.,  M.D. 

W.  H.  Duncan,  M.D. 

P.  F.  Emery,  M.D. 

A.  B.  Evantash,  M.D. 

E.  F.  Gliwa,  M.D. 

J.  E.  A.  Harkness,  D.O. 

R.  E.  Heckman,  M.D. 

J.  I.  Komins,  M.D. 

J.  A.  Kuhn,  M.D. 

P.  L.  LeRoy,  M.D. 

V.  G.  J.  Lobo,  Jr.,  D.O. 

H.  Lovett,  M.D. 


J.  R.  McNinch,  M.D. 

0.  P.  Medinilla,  M.D. 

E.  J.  Oliet,  M.D. 

L.  J.  Olsen,  M.D. 

J.  C.  Pamintuan,  M.D. 

D.  E.  Raskin,  M.D. 

E.  M.  Renzi,  M.D. 

P.  L.  Rothbart,  M.D. 

G.  J.  Savage,  M.D. 

S.  Schlesinger,  M.D. 

R.  R.  Strocko,  M.D. 

1.  T.  Szucs,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D. 

O.  S.  Weaver,  M.D. 

A.  F.  Zimmerman,  M.D. 


PUBLICATION 


Bernadine  Z.  Paulshock,  M.D.,  Chairman 
E.  Wayne  Martz,  M.D.,  Vice-Chairman 


S.  H.  Franklin,  M.D. 
W.  J.  Holloway,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
R.  C.  Knowles,  M.D. 


J.  P.  Marvel,  Jr.,  M.D. 
J.  H.  Newman,  M.D. 

P.  J.  Pegg,  M.D. 

W.  A.  Taylor,  M.D. 


J.  S.  Wills,  M.D. 


SPECIAL  COMMITTEES 


AGING 

Stephen  L.  Hershey,  M.D.,  Chairman 
Harold  J.  Laggner,  M.D.,  Vice-Chairman 


R.  Abel,  Jr.,  M.D. 

R.  G.  Altschuler,  M.D. 

M.  E.  Banez,  M.D. 

S.  W.  Bartoshesky,  M.D. 
R.  B.  Brereton,  M.D. 


R.  B.  Flinn,  M.D. 

J.  J.  Gallagher,  M.D. 

M.  J.  Gilani,  M.D. 

A.  A.  Golden,  D.O. 

W.  D.  Shellenberger,  M.D. 


ALFRED  I.  DU  PONT  INSTITUTE 
I.  Favel  Ghavin,  M.D.,  Chairman 


D.  A.  Alvarez,  M.D. 

J.  H.  Benge,  M.D. 

A.  L.  Cucuzzella,  M.D. 

K.  L.  Esterly,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 


C.  L.  Minor,  M.D. 

J.  J.  Storlazzi,  Jr.,  M.D. 
I.  J.  Tikellis,  M.D. 

L.  W.  Whitney,  M.D. 

A.  F.  Zimmerman,  M.D. 


ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  HEALTH  PLANNING 


P.  R.  Coggins,  M.D. 

B.  C.  Corballis,  M.D. 

H.  G.  DeCherney,  M.D. 

C.  R.  Donoho,  Jr.,  M.D. 
W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 

K.  L.  Esterly,  M.D. 

J.  Gelb,  M.D. 

J.  J.  Giliberto,  D.O. 

E.  M.  Goldenberg,  M.D. 
G.  R.  Green,  Jr.,  M.D. 


D.  Howard,  M.D. 

N.  P.  Jones,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 

G.  A.  Koniver,  M.D. 

D.  A.  Levitsky,  M.D. 

P.  J.  Mette,  M.D. 

S.  R.  Permut,  M.D. 

I.  J.  Tikellis,  M.D. 

C.  G.  Wagner,  M.D. 

J.  G.  Weisberg,  M.D. 

H.  F.  Wendel,  M.D. 


L.  W.  Whitney,  M.D. 


CULTURAL  AND  HISTORICAL 
Lewis  B.  Flinn,  M.D.,  Chairman 


B.  N.  Bautista,  M.D. 

E.  D.  Bryan,  M.D. 

R.  F.  Gordon,  M.D. 

H.  Graff,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
H.  H.  Heym,  M.D. 

P.  L.  LeRoy,  M.D. 


A.  J.  Morris,  M.D. 

C.  P.  Mulveny,  M.D. 
J.  A.  Munroe,  Ph.D. 

B.  Z.  Paulshock,  M.D. 
N.  Singh,  M.D. 

C.  Strahan,  Jr.,  M.D. 
A.  C.  Wooden,  M.D. 


ENVIRONMENTAL  AND  PUBLIC  HEALTH 

Robert  L.  Meckelnburg,  M.D.,  Chairman 
Ekkehard  S.  Schubert,  M.D.,  Vice-Chairman 


A.  A.  Amurao,  M.D. 

T.  L.  Arnold,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 

E.  F.  Fantazier,  M.D. 

P.  C.  Francisco,  M.D. 

E.  F.  Gliwa,  M.D. 

W.  W.  Inge,  Jr.,  M.D. 

L.  M.  Kirifides,  D.O. 

L.  C.  Mankin,  M.D. 

F.  T.  O'Brien,  M.D. 


M.  D.  Perez,  M.D. 

H.  L.  Reed,  M.D. 

C.  F.  Reinhardt,  M.D. 
R.  B.  Rodrigue,  M.D. 

V.  V.  Sagar,  M.D. 

W.  A.  Taylor,  M.D. 

F.  T.  Viloria,  M.D. 

A.  G.  Weinstein,  M.D. 
L.  W.  Whitney,  M.D. 
A.  C.  Wooden,  M.D. 


MATERNAL  AND  CHILD  CARE 


John  F.  Gelnet,  M.D.,  Chairman 
William  A.  Meyer,  M.D.,  Vice-Chairman 


L.  S.  Batman,  M.D. 

T.  E.  Chronister,  M.D. 

L.  L.  David,  M.D. 

T.  E.  Dyer,  M.D. 

K.  L.  Esterly,  M.D. 

P.  C.  Francisco,  M.D. 

R.  C.  Hayden,  M.D. 

G.  R.  Hilty,  III,  M.D. 

M.  C.  Hoffman,  M.D. 

R.  de  Jesus-Jiloca,  M.D. 
W.  D.  Johnson,  M.D. 

N. 


L.  M.  Kirifides,  D.O. 

J.  I.  Komins,  M.D. 

N.  R.  Kothari,  M.D. 

V.  Marquez,  M.D. 

R.  H.  Radnich,  M.D. 

R.  W.  Saunderson,  Jr.,  M.D. 
F.  J.  Shannon,  Jr.,  M.D. 

W.  Slate,  M.B.,  Ch.B.,  M S. 

N.  L.  Steg,  M.D. 

H.  H.  Stroud,  M.D. 

O.  S.  Weaver,  M.D. 

Yanez,  M.D. 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 


MEDICINE  AND  RELIGION 


J.  H.  Benge,  M.D.  L.  J.  Centralla,  M.D. 


Peter  Huang,  M.D.,  Chairman 
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R.  Z.  Abdel-Misih,  M.D. 

C.  E.  Attig,  M.D. 

C.  M.  Bancroft,  M.D. 

G.  C.  Connolly,  M.D. 

B.  A.  Fellows,  M.D. 

L.  M.  Green,  M.D. 

F.  B.  L.  Haines,  M.D. 

A.  Z.  Hameli,  M.D. 

W.  L.  M.  King,  M.D. 


C.  L.  Minor,  M.D. 

S.  Muleh,  M.D. 

R.  W.  Saunderson,  Jr.,  M.D 
R.  R.  Strocko,  M.D. 
Chaplain  F.  L.  Swanson 
J.  R.  Temple,  M.D. 

N.  Warsal,  M.D. 

R.  H.  Weiss,  M.D. 

R.  Winkelmayer,  M.D. 

A.  C.  Wooden,  M.D. 


H.  E.  Mast,  M.D. 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 


John  T.  Hogan,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


B.  C.  Corballis,  M.D. 

H.  W.  Gray,  Jr„  M.D. 

R.  E.  Heckman,  M.D. 
W.  R.  Johnson,  M.D. 

G.  A.  Koniver,  M.D. 


W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr,  M.D. 

S.  S.  Morovati,  M.D. 

D.  E.  Raskin,  M.D. 

R.  B.  Thomas,  Jr.,  M.D. 


MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE 


Norman  Taub,  M.D.,  Chairman 


A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 
J.  E.  DeLaurentis,  M.D. 

H.  Graff,  M.D. 

E.  P.  Ivey-Davis,  M.D. 

A.  T.  Jolly,  M.D. 


J.  P.  Kramer,  M.D. 

M.  Liebesman,  M.D. 

J.  A.  Pereira-Ogan,  M.D, 
H.  L.  Reed,  M.D. 


O.  P.  Tedesco,  M.D. 

P.  D.  Villafuerte,  M.D. 
R.  Winkelmayer,  M.D. 


PARAMEDICAL  AND  ANCILLARY  PROFESSIONALS 
Ignatius  J.  Tikellis,  M.D.,  Chairman 

Certified  Nurse  Anesthetists 

R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D. 

R.  E.  Heckman,  M.D.  R.  N.  Hindin,  M.D. 

G.  J.  Savage,  M.D. 


Chiropractic 

I.  Favel  Chavin,  M.D.,  Chairman 

J.  H.  Benge,  M.D.  P.  L.  LeRoy,  M.D. 

R.  H.  Bonder,  M.D.  C.  S.  Papastavros,  M.D. 

A.  L.  Cucuzzella,  M.D.  C.  R.  Sharbaugh,  D.O. 

J.  R.  Temple,  M.D. 


Licensed  Clinical  Social  Workers 
V.  Terrell  Davis,  M.D.,  Chairman 
L.  M.  Green,  M.D.  J.  G.  Weisberg,  M.D. 

Nurse  Practice  Act 

Vincent  G.  J.  Lobo,  Jr.,  D.O.,  Chairman 
J.  F.  Kestner,  Jr.,  M.D.,  Co-Chairman 


J.  E.  Belgrade,  M.D. 
J.  Celb,  M.D. 

S.  Goldstein,  M.D. 

R.  E.  Heckman,  M.D. 


T.  N.  Jarrell,  III,  M.D. 

S.  R.  Permut,  M.D. 

R.  R.  Strocko,  M.D. 

I.  J.  Tikellis,  M.D. 


Optometrists 

Robert  Abel,  Jr.,  M.D.,  Chairman 
Plujs  icia  n Assist  a nts 

Vincent  C.  J.  Lobo,  Jr.,  D.O.,  Chairman 

J.  J.  Chabalko,  M.D.  B.  C.  Corballis,  M.D. 

S.  Goldstein,  M.D. 

PHARMACY 

William  J.  Holloway,  M.D.,  Chairman 


M.  E.  Banez,  M.D. 

J.  H.  Benge,  M.D. 

B.  Benson,  Jr.,  M.D. 

I.  M.  Berkowitz,  D.O. 


M.  H.  Dorph,  M.D. 

G.  N.  Eriksen,  M.D. 
B.  Z.  Paulshock,  M.D. 
P.  P.  Potocki,  M.D. 


PHYSICIANS’  HEALTH 
Janet  P.  Kramer,  M.D.,  Chairman 


L.  S.  Batman,  M.D. 

R.  T.  Beattie,  M.D. 

A.  Z.  Bill,  M.D. 

F.  S.  Cornelison,  Jr.,  M.D. 

J.  E.  DeLaurentis,  M.D. 

C.  B.  Hearne,  M.D. 

H.  H.  Heym,  M.D. 


H.  E.  Mast,  M.D. 

H.  T.  McCuire,  M.D. 
P.  D.  Schindler,  M.D. 

N.  Taub,  M.D. 

O.  P.  Tedesco,  M.D. 
C.  E.  Turner,  M.D. 

J.  G.  Weisberg,  M.D. 


R.  Winkelmayer,  M.D. 
PRISON  HEALTH  CARE 
John  C.  Sewell,  M.D.,  Chairman 


O.  K.  Hamilton,  M.D. 
W.  W.  Inge,  Jr.,  M.D. 
W.  Kraut,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 
H.  E.  Mast,  M.D 
C.  L.  Minor,  M.D. 

R.  H.  Morgan,  M.D. 


F.  T.  O’Brien,  M.D. 

L.  J.  Olsen,  M.D. 

S.  R.  Permut,  M.D. 

W.  D.  Shellenberger,  M.D. 

C.  Strahan,  Jr.,  M.D. 

N.  Taub,  M.D. 

R.  Winkelmayer,  M.D. 


M.  A.  Woolley,  M.D. 
PUBLIC  RELATIONS 
Stephen  R.  Permut,  M.D.,  Chairman 


S.  Goldstein,  M.D. 

C.  E.  Graybeal,  M.D. 
N.  P.  Jones,  M.D. 

D.  A.  Levitsky,  M.D. 
W.  R.  Mast,  M.D. 


E.  J.  Oliet,  M.D. 

B.  Z.  Paulshock,  M.D. 
L.  Rosenbaum,  M.D. 
J.  C.  Sewell,  M.D. 

R.  R.  Strocko,  M.D. 


I.  T.  Szucs,  M.D. 

SCHOOL  HEALTH 
Lyman  J.  Olsen,  M.D.,  Chairman 

T.  E.  Chronister,  M.D.  C.  R.  Huggins,  M.D. 

F.  G.  Hawkins,  M.D.  N.  R.  Kothari,  M.D. 

G.  R.  Hilty,  III,  M.D.  C.  Kotula,  R.N. 
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J.  P.  Kramer,  M.D. 

C.  L.  Miller,  M.D. 

W.  Omans,  M.D. 

P.  D.  Pizzutillo,  M.D. 


P.  Purcell,  M.D. 

E.  F.  Schneider,  M.D. 
E.  F.  J.  Siebold,  D.O. 
Mrs.  E.  Vincent 


Delaware  Society  of  Obstetrics-Gynecology 
Delaware  Society  of  Orthopaedic  Surgeons 

AD  HOC  COMMITTEES 


SPECIALTY  SOCIETIES 
I.  Favel  Chavin,  M.D.,  Chairman 

Delaware  Academy  of  Dermatologists 
Delaware  Academy  of  Family  Physicians 
Delaware  Academy  of  Ophthalmology 
Delaware  Allergy  Society 

Delaware  Association  of  Neurological  Surgeons 
Delaware  Chapter,  American  Academy  of  Pediatrics 
Delaware  Chapter,  American  College  of  Emergency 
Physicians 

Delaware  Chapter,  American  College  of  Obstetricians 
and  Gynecologists 

Delaware  Chapter,  American  College  of  Physicians 
Delaware  Chapter,  American  College  of  Surgeons 
Delaware  Occupational  Medical  Association 
Delaware  Pathology  Society 
Delaware  Psychiatric  Society 
Delaware  Radiology  Society 
Delaware  Society  of  Anesthesiology 
Delaware  Society  of  Internal  Medicine 
Delaware  Society  of  Nuclear  Medicine 


HOSPITAL  RELATIONS 

Albert  Gelb,  M.D.,  Chairman 

R.  T.  D’Alonzo,  M.D.  L.  Edelsohn,  M.D. 

T.  C.  Scott,  D.O. 

TRANSFER  OF  MEDICARE  PART  B 
Calvin  B.  Ilearne,  M.D.,  Chairman 
T.  S.  Vates,  Jr.,  M.D.  L.  W.  Whitney,  M.D. 

VOLUNTARY  EFFORT 
Anthony  L.  Cucuzzella,  M.D.,  Chairman 
E.  M.  Renzi,  M.D. 

WORKERS’  COMPENSATION  REFORM 
I.  Favel  Chavin,  M.D.,  Chairman 

R.  W.  Frelick,  M.D.  P.  L.  LeRoy,  M.D. 

J.  T.  Hogan,  M.D.  S.  R.  Permut,  M.D. 


& «=  w? 

LIAISONS  AND  REPRESENTATIVES  - THE  MEDICAL  SOCIETY  OF  DELAWARE 

American  Cancer  Society,  Delaware  Division,  Inc.— Robert  L.  Meckelnburg,  M.D.,  Liaison 
American  Diabetes  Association,  Delaware  Affiliate,  Inc.— Grafton  D.  Reeves,  M.D.,  Liaison 
American  Heart  Association  of  Delaware,  Inc.— Paul  C.  Pennock,  M.D.,  Liaison 

Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware— Rhoslyn  J.  Bishoff,  M.D.,  Representative 

Coordinating  Council  for  the  Handicapped  Child,  Inc.— Henry  H.  Stroud,  M.D.,  Liaison 

Delaware  Chapter  Arthritis  Foundation— James  H.  Newman,  M.D.,  Liaison 

Delaware  Institute  of  Medical  Education  and  Research— E. Wayne  Martz,  M.D.,  Liaison 

Delaware  Lung  Association— Joseph  F.  Kestner,  Jr.,  M.D.,  Liaison 

March  of  Dimes  Birth  Defects  Foundation— Ted  E.  Chronister,  M.D.,  Liaison 

Medical  Advisory  Committee,  Division  of  Social  Services,  State  of  Delaware— David  A.  Levitsky,  M.D.,  Anne  Shane 
Bader,  Representatives 

Spina  Bifida  Association— Nina  L.  Steg,  M.D.,  Liaison 


WE  RE  THE  COMPLETE 


SECURITY  PEOPLE 


• All  Types  Of  Residential  & Commercial  Burglar  & Fire  Alarm  Systems 

• UL  Certified  Central  Station  & UL  Certified  Installations/Residential  & Mercantile 


FOR  THE  PROTECTION  YOU  NEED  AT  PRICES  YOU  CAN  AFFORD,  CALL: 


ifcvmck to 


SECURITY  SYSTEMS 


762-7220 

824  PHILA  PIKE  • WILMINGTON 
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A 

A.  A^re  there  any  car  dealers 
left  in  the  world 
who  still  practice  the  fine  art 
of  attention  to  detail? 


Precious  few. 


Delaware  Cadillac 


jr 


1984  Delaware 
Cadillac  Coupe 
Deville 

UNDER  $16,000 


Compare  a Delaware 
Cadillac  with  any 
other  luxurious 
automobile. 


Delaware  Cadillac 


Pennsylvania  Avenue 
& DuPont  Street 


Wilmington,  Del. 
(302)  656-3100 


Open  Monday,  Wednesday  and  Thursday  8 a.m.  to  9 p.m.; 
Tuesday  and  Friday  8 a.m.  to  6 p.m.;  Saturday  10  a.m.  to  4 p.m. 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


ENHANCING  AND  CONCEPTUALIZING 
YOUR  INNOVATIVE  THRUSTS 

It  is  said  “confession  is  good  for  the  soul.”  I 
confess  that  long  ago  I worked  two  years  for  the 
Federal  Government.  I should  have  known  bet- 
ter after  a frustrating  time  in  the  Army  ( 1943- 
1947),  but  I was  still  naive  and  idealistic.  For- 
tunately, the  warm-hearted  people  of  The  Wil- 
mington Medical  Center  Medical/Dental  Staff 
salvaged  me  from  the  Federal  bureaucracy. 

Lately,  as  I have  watched  the  Feds  insinuate 
themselves  into  medical  practice,  I have  pulled 
out  some  old  documents  to  reread  and  try  to  pre- 
pare myself  for  what  is  to  come.  One  which  I 
used  to  find  particularly  helpful  in  dealing  with 
the  bureaucrats  I should  like  to  offer  to  you,  my 
colleagues,  in  hopes  that  it  may  help  you  too. 
I have  updated  it  a little  bit,  but  it  really  doesn’t 
change  much  over  the  years. 

It  consists  of  three  columns  of  buzz  words. 
Essentially  anyone  can  answer  a bureaucratic 
question  or  put  off  solving  a problem  by  selecting 
any  verb  from  column  #1,  coupling  it  with  any 
adjective  from  column  #2  and  adding  any  noun 
from  column  #3. 


It  works  like  this:  You  receive  a letter  from  a 
quasi-government  agency  criticizing  you  because 
you  let  some  poor  forlorn  old  lady  stay  in  the 
hospital  one  day  too  long,  or  you  didn’t  clearly 
chart  the  exact  dose  of  the  medication  you  sent 
her  home  on  or  some  other  similar  heinous  crime. 
You  write  back  as  follows: 

Dear  Chairperson: 

I am  writing  in  answer  to  your  recent  letter 
regarding  my  patient,  Miss  Jones.  I think  it  im- 
portant that  I communicate  a synergistic  involve- 
ment with  you  by  quoting  from  the  words  of 
Benjamin  Franklin:  “Always  articulate  health- 
wise  priorities,”  In  accordance  with  the  long- 
standing policies  of  the  more  advanced  socialistic 
health  plans  of  Sweden  and  the  United  Kingdom, 
I feel  that  in  this  case  we  should  elasticize  in- 
depth  images  and  enhance  on-going  inputs. 

I trust  that  this  answers  your  questions. 

Sincerely  yours, 

This  will  usually  leave  the  bureaucrat  reeling 
and  retreating  in  disarray,  leaving  you  to  care 
for  the  sick  and  injured. 

E.  Wayne  Martz,  M.D. 


Column  #1 
conceptualize 
enhance 
regionalize 
elasticize 
communicate 
computerize 
utilize 
confront 
share  with  you 
articulate 


Column  #2 
dynamic 
in-depth 
meaningful 
innovative 
comprehensive 
on-going 
substantive 
relevant 
synergistic 
health-wise 


Column  #3 
thrust 

perceived  need 

image 

interface 

technology 

modality 

methodology 

input 

involvement 

priority 


U?  £ 

DR.  DONALD  CHEFF,  DIED  IE  SHIMA,  1945 

When  his  colleagues  at  the  Delaware  Hospital 
asked  Dr.  Donald  Cheff  how  he  happened  to 
come  to  Delaware  to  intern,  he  used  to  say  it 
was  because  while  he  was  a medical  student  in 
Nebraska  he  decided  he  wanted  an  internship  on 
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the  ocean.  On  his  old  Rand  McNally  map,  he 
said,  the  name  of  Wilmington  was  printed  so  as 
to  appear  that  the  town  was  a seaport.  How 
often  he  got  to  visit  Delaware’s  beaches,  I do 
not  know. 


last  letter  he  wrote  to  his  wife,  dated  three  days 
before  his  death,  he  described  how  he  had  been 
kept  very  busy  sewing  up  the  throats  of  natives 
from  Leyte  who  had  attempted  to  commit  sui- 
cide when  the  Americans  invaded  the  island. 


After  his  internship,  Dr.  Cheff  served  for  V/2 
years  as  a physician  at  the  Brandywine  Sani- 
torium,  and  then  joined  Dr.  Andrew  Gehret  in 
his  practice.  Two  years  later,  in  June  1942,  Dr. 
Cheff  was  commissioned  into  the  US  Army.  By 
this  time  he  had  acquired  a wife,  Libby  Cline, 
a technician  in  Mr.  Elvyn  Scott’s  laboratory  in 
the  then  Delaware  Hospital.  Their  children, 
Teddy  and  Roberta,  were  born  before  Dr.  Cheff 
went  into  the  army. 

Dr.  Cheff  was  one  of  the  first  physicians  in 
Delaware  to  enter  the  armed  services  during 
World  War  II.  He  was  also  the  only  Delaware 
physician  to  die  on  the  battlefield  in  that  war 
( or  in  any  war  of  which  we  have  records ) . 

As  commander  of  a medical  battalion  with 
the  77th  Division  in  the  Pacific  theatre,  he  saw 
action  in  Guam,  Okinawa,  and  in  Leyte.  In  the 


Visiting 

Visiting  Nurse  Association  of  Delaware 
271  3 Lancaster  Avenue 


Wilmington,  DE  19805 

658-5205— WILMINGTON 
A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker/Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Medical  Social  Work 
Nutrition 

SERVING  DELAWARE  SINCE  1922 
A PARTICIPATING  MEDICARE  AGENCY 

422-201 0-Milford  366-8773-Newark 
227-428 1-Rehoboth  734-4783-Dover 


Two  medals,  both  posthumous,  were  awarded 
Dr.  Cheff.  The  bronze  star  was  in  acknowledge- 
ment of  his  special  rescue  efforts  in  Leyte  in  De- 
cember of  1944.  Dr.  Cheff  had  been  trying  to 
evacuate  wounded,  but  all  rear  routes  were  cut 
off.  Somehow  he  secured  an  amphibious  tractor 
for  use  as  an  ambulance  that,  waist  deep  in  water, 
he  accompanied  across  300  yards  of  rice  paddies. 

The  silver  star  was  awarded  for  the  action  in 
which  he  was  killed.  On  April  16,  on  the  small 
island  of  Ie  Shima,  Dr.  Cheff  was  setting  up  a 
collecting  station  for  wounded  on  the  beach 
where  he  had  landed  with  a platoon  shortly  after 
H-hour.  “Casualties  were  mounting,  and  there 
was  a long  arduous  litter-haul  . . . the  road  was 
heavily  mined  and  under  fire.  Despite  this,  Dr. 
Cheff  personally  led  the  ambulances,  evacuated 
eight  casualties  to  the  beach,  then  led  the  am- 
bulance back  and  loaded  up  eight  more.”1  On 
this  second  trip,  the  ambulance  struck  a mine, 
killing  Dr.  Cheff  and  all  the  occupants  of  the 
ambulance. 

A rest  oamp  in  the  Philippines  was  named 
after  Dr.  Cheff  by  members  of  his  302nd  Medi- 
cal Battalion;  a chapel  at  the  VA  Hospital  in 
Elsmere,  Delaware  was  also  dedicated  to  him. 
For  the  education  of  their  son,  then  five,  Dr. 
Cheff’s  widow  received  an  endowment  in  the  form 
of  an  insurance  policy  from  the  medical  com- 
munity in  Delaware.  Ten  years  ago,  when  he 
became  a vice-president  of  the  Chemical  Bank 
in  New  York,  Teddy  wrote  a thank  you  letter  to 
the  “doctors  in  Delaware  who  helped  provide  . . . 
an  important  part”  of  his  education.2 

Dr.  Cheff  first  came  to  my  attention  when  I 
read  his  son’s  letter.  Recently,  I visited  the 
Punchbowl  National  Memorial  Cemetery  of  the 
Pacific  in  Hawaii  and  sought  out  Dr.  ChefFs 
grave.  (Figure  1)  After  pulling  grass  away  from 
the  edges  of  the  grave,  I took  a picture  of  the 
marker.  (Figure  2) 

It  seems  to  me  that  provision  for  the  education 
of  the  son  left  without  a father  was  a fine 
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thing  for  the  medical  community  to  have  done. 
But  shouldn’t  Dr.  Cheff  also  be  remembered  in 
the  form  of  a tangible  memorial?  A physician 
who  gave  his  life  in  the  service  of  his  country 
while  heroically  performing  his  medical  duties 
deserves  at  least  that  from  those  of  us  who  were 
lucky  enough  to  come  home,  or  did  not  go,  or 
who  were  not  yet  even  born. 

Contributions  to  effectuate  a memorial  plaque 
to  be  placed  in  the  lobby  of  the  Delaware  Acad- 
emy of  Medicine  may  be  addressed  to  THE 
CHEFF  FUND,  care  of  the  Delaware  Academy 
of  Medicine. 

Bernadine  Z.  Paulshock,  M.D. 

1.  Conner  WH,  deValinger  L.  Delaware’s  role  in  World  War  II: 
1940-1946.  Dover,  Delaware:  Public  Archives  Commission,  1 9b5  : 

111. 

2.  Krismann  TC.  Letters  to  the  editor.  Del  Med  J.  1973;  45:58. 


FIGURE  1 

The  white  area  in  the  foreground  is  Dr.  ChefF's 
grave  marker  in  the  Punchbowl  National  Memo- 
rial Cemetery  of  the  Pacific  in  Hawaii. 


FIGURE  2 

Close-up  of  Dr.  ChefF's  grave 
marker. 
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Continued  from  page  693 
years  as  an  Army  surgeon  in  the  Anti-Aircraft 
Command.  Before  being  discharged  in  1940,  he 
had  attained  the  rank  of  lieutenant  colonel.  Dr. 
Parvis  was  president  of  the  executive  board  of 
the  Memorial  Hospital  for  several  years  in  the 
late  1950s  and  early  1960s.  He  also  served  as 
staff  physician  at  the  Masonic  Home  of  Dela- 
ware. 

Dr.  Parvis  was  a member  of  the  American 
Medical  Association,  the  Medical  Sooiety  of  Del- 
aware, the  New  Castle  County  Medical  Society, 
and  the  Delaware  Academy  of  Family  Physicians. 
He  was  a lodge  member  of  Washington  Lodge  1, 
AF  & AM,  and  the  Nur  Temple. 

In  1980,  Dr.  Parvis  was  honored  by  the  Medi- 
cal Society  of  Delaware  and  Hahnemann  Uni- 
versity for  50  years  of  active  service  as  a phy- 
sician. 

Dr.  Parvis  is  survived  by  his  wife,  Mary  C.; 
a daughter,  Carley  P.  Phillips,  of  Malvern,  Penn- 
sylvania; and  two  grandsons. 


TRYING  TO  FIND 
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The  Library  Committee  of  the  Delaware 
Academy  of  Medicine  suggests  the  donation 
of  a book  to  the  Library  as  a gift  for  a 
friend. 

The  Academy  Library  will  purchase  the 
book,  and  notify  the  recipient  of  the  gift. 
A book  plate,  created  by  William  Renzulli, 
M.D.  will  be  placed  in  the  book  as  an 
acknowledgement. 

CALL 

GAIL  P.  GILL 
Academy  Librarian 
656-1629 
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Following  an  uncomplicated  pregnancy  with 
expected  twins,  a 27-year-old  Caucasian  woman 
delivered  female  conjoined  twins  at  36  weeks 
gestation.  After  a trial  period  of  normal  labor 
in  Peninsula  General  Hospital  with  intended 
vaginal  delivery,  a mid-transverse  arrest  of  the 
first  twin  oocurred  and  the  baby’s  head  failed  to 

The  authors  are  all  with  the  Division  of  Pediatric  Surgery,  De- 
partment of  Surgery,  The  Johns  Hopkins  University  School  of 
Medicine,  Baltimore. 

Reprinted  with  permission  from  Maryland  State  Medical  Jour- 
nal, July  1983. 


progress.  At  cesarean  section,  a surprised  ob- 
stetrician delivered  his  second  set  of  Siamese 
twins.  (The  first  set  had  been  stillborn.)  The 
obstetricians  were  James  Gallaher,  M.D.  and 
Hok  Cho,  M.D.  of  Salisbury,  Maryland.  With 
a combined  weight  of  6,750  grams,  they  were 
joined  ventrally  from  the  lower  sternum  to  ap- 
proximately 3 cm  below  a small  common  om- 
phalocele, with  a 6-vessel  umbilical  cord  contain- 
ing 4 arteries  and  2 veins.  (Figure  1)  Lateral 
rib  fusion  was  absent. 
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FIGURE  1 

Dagsboro  Siamese  twins  joined  by  lower  sternum 
and  abdominal  wall  down  to  a common  umbili- 
cus. This  is  called  a thoraco-omphalopagus 
union. 


Twin  A was  depressed  with  Apgars  of  0,  1,  3 
at  1,  5,  and  30  minutes  respectively.  After  suc- 
tioning a moderate  amount  of  thick  meconium- 
stained  fluid  from  the  posterior  pharynx,  an  endo- 
tracheal tube  was  inserted  and  the  infant  placed 
on  a ventilator  at  40  percent  Fi02 — the  initial 
arterial  blood  gas  (ABG)  returned  PO--41, 
PC02-57,  and  pH-7.06.  A dusky  color,  marked 
restlessness,  irritability,  tremor,  and  occasional 
myoclonic  activity  were  noted.  Shortly  there- 
after the  endotracheal  tube  was  removed  and 
ABG  on  room  air  showed  improvement  with 
PCh-67,  PCOo-36,  and  pH-7.34.  Twin  B was  stable 
with  Apgars  of  7 and  9 at  1 and  5 minutes  and 
did  not  require  resuscitation.  Their  initial  neo- 
natal management  was  administered  by  Sid  At- 
kinson, M.D. 

The  babies  were  transferred  by  ambulance 
to  the  Johns  Hopkins  Childrens  Center  and  ar- 
rived in  good  condition  within  3.5  hours.  Both 


infants  appeared  active,  alert,  and  well-perfused. 
When  they  were  evaluated  by  Douglas  Jones, 
M.D.,  Director  of  the  Neonatal  Intensive  Care 
Unit,  there  was  no  evidence  of  cardiopulmonary 
distress.  A thoraco-omphalopagus  defect  was 
confirmed  with  a common  umbilical  cord,  union 
of  the  xiphisternum,  and  probably  fused  liver. 

Abdominal  X-rays  revealed  a markedly  dilated 
loop  of  bowel  in  Twin  A that  did  not  decompress 
with  nasogastric  suction.  (Figure  2)  Dark,  bili- 
ous drainage  was  noted  from  Twin  A,  while  the 
aspirate  from  baby  B was  almost  clear  and  less 
in  volume. 

An  upper  gastrointestinal  study  by  John  Dorst, 
M.D.,  on  Twin  A showed  a normal  stomach  and 
duodenum,  with  segmental  dilatation  of  proxi- 
mal jejunum  and  pooling  of  contrast  in  the 
dilated  loop  of  bowel.  By  the  following  day 
contrast  had  reached  the  rectum  confirming  an 
intact  bowel  with  a very  high  grade  obstruction. 
There  was  no  crossover  of  contrast  into  the 
intestinal  tract  of  Twin  B. 

Due  to  the  small  bowel  obstruction  in  Twin 
A,  surgery  could  not  be  postponed.  To  deter- 
mine operability,  the  most  pressing  matter  was 
to  document  separate  and  complete  hearts.  Using 
standard  electrocardiography,  two  distinct  and 
separate  QRS  complexes  were  seen,  with  differ- 


FIGURE  2 

Flat  plate  X-ray  showing  hugely  dilated  stomach 
and  duodenum  in  Baby  Emily  with  her  intestine 
partly  into  Baby  Francesca's  abdomen. 
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ent  heart  rates.  Two-dimensional  echocardiog- 
raphy, carried  out  by  Sally  Mitchell,  M.D. 
showed  separate  hearts  with  normal  function  and 
structure  in  each  but  quite  different  rates.  On 
the  basis  of  these,  cardiac  catheterization  was 
omitted. 

Ultrasonography  by  Roger  Sanders,  M.D.  con- 
firmed two  kidneys  in  each  infant  with  no  evi- 
dence of  hydronephrosis. 

Sequential  hepatobiliary  studies  were  per- 
formed by  Dean  Wong,  M.D.  with  injection  of 
DisofeniiU  (Diisopropyl  iminodiacetic  acid)  in 
Baby  B,  followed  by  Baby  A.  Using  continuous 
scanning  with  computer  analysis,  focal  uptake 
of  radiotracer  was  documented  in  the  heart,  liver, 
and  gallbladder  of  Twin  B with  no  crossover. 
Similarly,  radioisotope  injection  in  Twin  A dem- 
onstrated a separate  heart,  liver,  and  gallbladder 
with  no  enhancement  in  the  other  twin.  CAT 
(computerized  axial  tomography)  scan  con- 
firmed a fused  liver  with  the  majority  of  the 
hepatic  mass  seen  in  Twin  B. 

Operation 

A 22-person  medical  team  was  assembled — 8 
surgeons,  7 anesthesiologists,  5 nurses,  and  2 
anesthesiology  technicians.  Two  anesthesiology 
teams  wore  different  colored  surgical  gowns  to 
avoid  confusion  while  separately  monitoring  the 
infants.  The  group  had  met  on  two  occasions 
to  rehearse  and  review  the  planned  anesthetic 
induction,  intraoperative  monitoring,  draping 
procedure,  and  operative  approach. 

Following  mask  induction  each  infant  was  sep- 
arately intubated.  Radial  artery,  central  venous, 
and  urinary  catheters  were  inserted.  Tempera- 
ture was  monitored  by  esophageal  probes.  Induc- 
tion of  anesthesia  and  preparation  for  monitoring 
required  approximately  five  hours  and  was  di- 
rected by  James  Pepple,  M.D.,  Chief  of  Pedi- 
atric Anesthesiology. 

With  the  twins  in  a lateral  decubitus  position, 
an  abdominal  incision  was  made  in  the  central 
portion  of  the  skin  bridge.  A common  peritoneal 
cavity  was  entered.  The  liver  of  Twin  A was 
rotated  approximately  90°  anteriorly  and  fused 
with  the  liver  of  Twin  B,  which  was  rotated  90° 

*New  England  Nuclear,  North  Billerica,  MA. 


in  the  opposite  direction.  Separate  gallbladders 
were  verified.  The  duodenum  and  proximal  je- 
junum of  Twin  A were  very  dilated  down  to  a 
stenotic  point.  The  remainder  of  the  intestine 
both  above  and  below  the  area  of  focal  dilatation 
was  normal  and  there  was  no  connection  to  the 
other  twin.  Baby  B’s  intestine  was  in  continuity 
with  minimal  dilatation  despite  malrotation  and 
the  presence  of  Ladd’s  bands. 

The  incision  was  extended  cephalad  to  the 
sternal  edge.  The  common  xiphoid  and  fused 
eighth  ribs  were  divided.  The  commonly  shared 
anterior  diaphragm  was  split  to  reveal  two  sep- 
arate hearts,  independently  beating  in  their  own 
perioardial  sacs  which  were  fused.  It  was  pos- 
sible to  separate  the  pericardial  sacs  without 
entering  either  the  pericardium  or  the  pleural 
cavity.  Further  incision  of  the  diaphragm  pos- 
teriorly (toward  the  table)  exposed  the  bare 
area  of  the  common  liver  bridge.  An  oblique 
plane  of  potential  cleavage  was  discovered  with 
separate  gallbladder  on  either  side.  Using  man- 
ual control  electro  cautery,  and  mattress  sutures, 
the  liver  was  divided  with  a minimum  of  blood 
loss.  The  remaining  soft  tissue  bridge  was  then 
incised  using  the  cutting  current  electrocautery. 

The  twins  were  individually  reprepped  and 
draped  and  placed  on  separate  operating  tables 
where  two  different  teams  completed  the  re- 
constructions. 

In  Twin  A,  the  obstructed  jejunum  was  re- 
sected back  to  the  2nd-3rd  portion  of  the  duo- 
denum, which  was  less  dilated.  An  end-to-end 
anastomosis  was  performed  with  interrupted  4-0 
silk  suture.  A gastrostomy  tube  was  inserted 
with  a silastic  feeding  catheter  beside  it,  passing 
around  the  duodenum,  across  the  anastomosis 
distally.  The  appendix  was  removed.  The  dia- 
phragm was  anchored  anteriorly  to  the  under- 
surface of  the  sternum  and  ribs,  completely  oblit- 
erating the  defect.  This  was  achieved  without 
undue  tension  or  change  in  ventilatory  pressures. 

The  upper  third  of  the  abdominal  fascial 
defect  was  covered  with  a 3 X 4cm  elliptical 
patch  of  woven  dacron  velour.  The  lower  part 
was  closed  primarily  using  2-0  Vicryl  suture.  The 
skin  and  subcutaneous  tissues  were  mobilized 
widely  to  permit  primary  closure. 
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In  Twin  B,  a partial  duodenal  obstruction  was 
present  due  to  Ladd’s  bands  and  a partial  mid- 
gut volvulus  of  90°.  A Ladd’s  procedure  was 
performed.  Closure  was  similar  to  that  of  Twin 
A,  requiring  a prosthetic  patch  in  the  upper 
midline,  just  beneath  the  costosternal  angle. 
Primary  skin  closure  was  easily  accomplished 
with  mobilization  of  skin  flaps. 

Both  twins  recovered  promptly  from  their 
operative  separation.  Twin  B (Francesca)  was 
discharged  on  post-op  day  39  and  at  7 months 
weighed  15.5  lbs.  and  at  one  year  22  lbs.  Twin 
A (Emily)  has  had  significant  alimentation  dys- 
function due  to  the  obstructed  atonic  duodenum 
and  jejunum,  but  was  on  a steady  growth  curve 
and  weighed  8.5  lbs.  at  7 months  and  at  one  year 
weighed  13  lbs.  (Figure  3) 

Discussion 

Siamese  twins  occur  approximately  once  in 
50,000  births.1,2  The  majority3  present  with 
thoraco-omphalopagus  union,  and  75  percent  of 
these  have  conjoined  hearts.4  Liver  fusion  is 
found  in  nearly  80  percent,5  with  a common 
biliary  tree  in  20  percent  of  cases.4 

Although  delay  in  separation  to  allow  for 
growth  is  ideal,0  urgent  operation  is  indicated 
for  ruptured  omphalocele,7  intestinal  obstruc- 
tion,8 and  early  deterioration  of  one  or  both 
twins.9 

There  have  been  no  survivors  following  at- 
tempted separation  of  twins  with  conjoined 
hearts.  Therefore,  a thorough  and  precise  car- 
diac evaluation  is  essential.  Izukawa,  Kidd,  and 
coworkers10  have  shown  that  the  presence  of  two 
separate  and  independent  QBS  complexes  on 
standard  electrocardiography  does  not  preclude 
cardiac  union  at  the  atrial  level.  They  advocate 
cardiac  catheterization  with  angiocardiography  in 
all  cases.  In  our  case,  use  of  2-dimensional  elec- 
trocardiography11 gave  accurate  assessment  of 
both  cardiac  structure  and  motion.  We  believe 
electrocardiography  can  be  used  as  a dependable 
screening  test,  and  invasive  studies  can  be 
avoided  unless  intracardiac  abnormalities  are  in- 
dicated. 

Separation  may  be  complicated  by  absent  or 
shared  biliary  systems.12  Sequential  radionucleo- 
tide scanning  using  Disofenin  clearly  demon- 


FIGURE  3 

The  Selvaggio  family  on  the  twins'  first  birthday. 
Emily,  the  smaller  (13  lbs.),  is  nearer  the  father; 
Francesca  weighed  22  lbs.  and  is  nearer  her 
mother.  Their  sister  is  three  years  old.  From 
the  "News  Journal,"  Wilmington,  Delaware. 


strated  separate  gallbladders  and  intact  extra- 
hepatic  biliary  trees  in  both  twins.  Intestinal 
sharing  is  readily  evaluated  by  upper  gastro- 
intestinal studies.  CAT  scan  and  ultrasound  can 
establish  the  presence  of  kidneys,  and  intraven- 
ous pyelography  may  be  useful  to  document 
renal  function. 

The  importance  of  a multidisciplined  team 
with  rehearsal  of  all  aspects  ( surgical,  anesthetic, 
and  nursing)  of  the  operative  procedure  cannot 
be  overemphasized.13’14  Although  the  outcome 
is  influenced  by  careful  planning  and  organiza- 
tion from  all  participants,  the  prognosis  is  often 
predetermined  by  the  underlying  anatomy  that 
may  preclude  successful  separation. 

Once  the  twins  have  been  separated,  the  in- 
dividual associated  congenital  abnormalities  are 
usually  well-recognized  problems  in  neonatal 
surgery  and  can  be  appropriately  managed- — as 
with  a singly  born  infant. 
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REPORT  OF  THE  WMC 
TUMOR  REGISTRY 

To  the  Editor: 

The  Tumor  Registry  of  The  Wilmington  Medi- 
cal Center  has  recently  finished  compiling  its 
data  on  2,080  patients  reported  to  it  in  1981  of 
which  1,805  were  diagnosed  at  The  Wilmington 
Medical  Center  and  275  elsewhere.  Approxi- 
mately 700  follow-up  re-examination  reports  are 
mailed  on  a monthly  basis  to  physicians  to  obtain 
updating  information.  The  cancers  most  fre- 
quently diagnosed  in  1981  are  tabulated  in  Table 
1 by  diagnosis  and  in  Table  2 by  sex. 

Copies  of  the  complete  report,  which  includes 


TABLE  1 

WILMINGTON  MEDICAL  CENTER 
TUMOR  REGISTRY 

MOST  FREQUENTLY  DIAGNOSED  CASES 
1981 


Lung  389 

Breast  (female) 265 

Colon  184 

Prostate  119 

Rectum  101 

Corpus  Uteri  93 

Leukemia  81 

Bladder  65 

Unknown  Primary  61 

Cervix 58 

Larynx  56 

Lymphoma  56 

Melanoma— Skin  50 

Pancreas  50 


histological  evaluation  of  all  the  cancers,  are 
available  from  The  Wilmington  Medical  Center 
Tumor  Registry. 

The  registry  is  directed  by  myself  and  Jay 
Sohatz,  Director  of  Medical  Records,  and  super- 
vised by  JoAnne  C.  DeNisio,  CTR.  In  Septem- 
ber 1982  the  Tumor  Registry  received  a three- 
year  approval  from  the  American  College  of  Sur- 
geons. 

The  quality  of  the  information  gathered  by 
the  Tumor  Registry  depends  on  the  accuracy  and 
completeness  of  the  information  contained  in  the 
medical  records.  Further  refinements  such  as 
staging  of  disease  and  a unified  nomenclature  will 
further  enhance  the  usefulness  of  the  Registry. 

Ruben  A.  Teixido,  M.D. 


TABLE  2 

WILMINGTON  MEDICAL  CENTER 
TUMOR  REGISTRY 

MOST  FREQUENTLY  DIAGNOSED  CASES  BY  SEX 


Site 

1981 

Male 

Female 

Total 

Lung 

272 

117 

389 

Breast  (Female) 

265 

265 

Colon 

88 

96 

184 

Prostate 

119 

— 

119 

Rectum 

62 

39 

101 

Corpus  Uteri 

— 

93 

93 

Leukemia 

42 

39 

81 

Bladder 

52 

13 

65 

Unknown  Primary 

35 

26 

61 

Cervix 

— 

58 

58 

Larynx 

46 

10 

56 

Lymph  Nodes 

29 

27 

56 

Melanoma  (Skin) 

29 

21 

50 
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MORE  ON  MMWR 

To  the  Editor: 

It  is  very  kind  of  you  to  say  those  nice  things 
about  me  in  your  editorial  ( Del  Med  J 1983;  9: 
528-529),  but  I really  don’t  deserve  the  credit. 
The  original  idea  came  from  Mr.  Frederick 
Bowes,  III,  who  is  our  Director  of  Publishing 
Operations.  Not  only  was  it  his  idea,  but  it  was 
he  who  figured  out  a way  to  do  it  at  a bargain 
price  without  losing  any  money.  Our  objective, 
of  course,  is  to  make  MMWR  widely  available 
to  those  who  need  it  at  a price  they  can  afford, 
and  with  no  profit  (or  loss)  to  ourselves.  That 
is  exactly  what  we  have  done.  Our  present 
subscription  list  totals  approximately  23,000. 

Thanks  again  for  your  kind  comment. 

Arnold  S.  Relman  M.D. 

Dr.  Reiman  is  editor  of  the  New  England  Journal  of  Medicine. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


THE  HANDBOOK  OF  POISONING,  11th  Edition, 
by  Robert  H.  Dreisbach,  M.D.,  Ph.D.,  Lange  Medi- 
cal Publications,  Los  Altos,  California,  1983.  632 
pp.  Price  $1 1 .00. 

For  the  tenth  time  since  the  original  publica- 
tion in  1955,  Dr.  Robert  H.  Dreisbach,  Professor 
(Emeritus)  of  Pharmacology,  Stanford  Univer- 
sity School  of  Medicine,  and  Clinical  Professor 
of  Environmental  Health,  University  of  Wash- 
ington, Seattle,  has  updated  this  practical  fact- 
filled,  easy-to-read  handbook  dealing  with  the 
prevention,  diagnosis,  and  treatment  of  virtually 
all  poisons  that  can  afflict  mankind. 

This  book  is  by  no  means  a comprehensive 
textbook  and  should  not  be  used  as  such.  Al- 
though references  are  made  to  all  phases  of 
toxicology  (and  some  in  considerable  detail), 
the  student  and  practitioner  who  deal  with  these 
problems  should  refer  to  more  comprehensive 
texts  and  informational  systems  (“Toxifile”)  for 
a more  detailed  explanation  of  the  pathophysi- 
ology of  the  disease  process.  Nonetheless,  each 
of  the  handbook’s  36  chapters  includes  an  ample, 
current  reference  list. 

The  book  itself  is  divided  into  six  sections,  the 
first  of  which  deals  with  prevention,  diagnosis 
and  evaluation,  management,  and  medical /legal 
implications  of  poisoning.  The  subsequent  sec- 
tions that  deal  with  the  various  categories  of 
poisons  have  been  organized  and  presented  as 
agricultural  poisons,  industrial  hazards,  house- 
hold hazards,  medical  poisons,  and  animal  and 
plant  hazards.  The  key  and  strength  to  the 
book  are  its  detailed  71-page  index  that  lists 
alphabetically  well  over  5,000  items  from  AAF 
( Acetylamino-fluorene ) to  Zyloprim. 

Dr.  Dreisbach’s  Handbook  of  Poisoning,  11th 


Edition,  is  indeed  a convenient,  easy-to-use 
handbook  that  any  primary  care  physician  who 
becomes  involved  in  the  management  of  acci- 
dental poisonings  should  keep  readily  available. 
For  those  physicians  whose  specialty  practice 
does  not  include  such  cases,  this  book  could  serve 
as  a handy  diagnostic  and  do-it-yourself  treat- 
ment kit  for  family  use.  It  is  small  enough 
(4L4”  x 7”  x 1”)  to  fit  almost  anywhere;  for 
$11.00  you  can’t  go  wrong. 

James  K.  Bouzoukis,  M.D. 

THE  CLINICAL  MANAGEMENT  OF  SYSTEMIC 
LUPUS  ERYTHEMATOSUS,  edited  by  Peter  H. 
Schur,  M.D.,  Grune  and  Stratton,  New  York, 
1983.  290  pp.  Price  $39.50. 

In  contrast  to  Advances  in  Systemic  Lupus 
Erythematosus,  which  provides  a wealth  of  basic 
information,  Clinical  Management  of  Systemic 
Lupus  Erythematosus  is  a slim  monograph 
which  adequately  summarizes  the  current  state 
of  clinical  knowledge  regarding  the  disease.  The 
editor  is  a Professor  of  Medicine  at  the  Harvard 
Medical  School  and  Director  of  the  Clinical  Im- 
munology Laboratory  and  Lupus  Clinic  at  the 
Brigham  Women’s  Hospital  in  Boston.  He  has 
a long-standing  interest  in  lupus  and  a wealth 
of  experience.  He  has  called  upon  leading  clini- 
cians and  investigators  from  North  America  to 
contribute  to  this  text,  which  is  aimed  primarily 
at  the  practicing  physician  rather  than  the  sub- 
specialist. By  design,  the  text  has  three  general 
sections.  The  first  section  summarizes  in  rather 
brief  fashion,  the  clinician’s  understanding  of  the 
diagnosis,  etio-pathogenesis,  and  genetics  of  this 
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clinical  syndrome.  The  brunt  of  the  text  reviews 
the  clinical  manifestations  of  the  illness,  concen- 
trating on  one  organ  system  at  a time.  The  text 
concludes  with  a review  of  the  monitoring  of 
patients  and  current  therapy.  I regard  it  as  a 
useful  reference  for  the  practicing  physician 
faced  with  a patient  with  systemic  lupus  erythe- 
matosus, and  as  a supplement  to  the  most  recent 
editions  of  the  major  rheumatology  text  books. 

James  H.  Newman,  M.D. 

THE  NARCOTIC  DRUG  DISEASES  AND  ALLIED  AIL- 
MENTS: PATHOLOGY,  PATHOGENESIS  AND 

TREATMENT,  by  George  E.  Pettey,  M.D.,  F.  A. 

Davis  Company,  Philadelphia.  Price  $5.00. 

There  is  hardly  a day  that  the  physician  does 
not  encounter  cases  of  drug  addiction  that  elicit 
his  greatest  sympathy  and  awaken  a strong  de- 
sire to  stretch  out  a helping  hand  to  a drowning 
human  being.  Yet  the  treatment  of  this  class 
of  diseases  is  the  most  difficult  and  the  least 
understood  by  the  general  practitioner.  In  this 
work  Dr.  Pettey  presents  not  only  a clear  dis- 
cussion of  the  etiology  and  pathology  of  the 
various  drug  addictions,  but  gives  valuable  sug- 
gestions on  the  treatment  together  with  illustra- 
tive cases  which  are  described  in  detail.  We 
regard  this  book  as  a most  valuable  addition  to 
the  rather  meagre  literature  on  the  subject. 

Reprinted  from  the  June  1913  issue  of  the  Del- 
aware Medical  Journal. 


THE  HOSPITAL  EXPERIENCE:  A COMPLETE  GUIDE 
TO  UNDERSTANDING  AND  PARTICIPATING  IN 
YOUR  OWN  CARE,  by  Judith  Nierenberg,  R.N. 
and  Florence  Janovic,  Bobbs-Merrill  Publishers, 
Inc.,  Indianapolis,  1978.  273  pp.  Price  $7.95. 
Paperback. 

A friend  of  the  author'  who  was  told  by  her 
surgeon  that  she  was  not  in  the  driver’s  seat,  re- 
plied, “Perhaps  not,  but  it  is  my  car.” 

This  book  was  written  to  enable  and  to  en- 
courage patients  to  ask  intelligent  questions  of 
their  therapists.  It  may  be  a useful  experience 
for  physicians  to  read  about  things  they  do  and 
control  from  a wary  patient’s  perspective. 


1979  YEARBOOK  OF  CARDIOLOGY,  edited  by  W. 
Proctor  Harvey,  M.D.,  Walter  M.  Kirkendall,  M.D., 
John  W.  Kirklin,  M.D.,  et  al.,  Year  Book  Medical 
Publishers,  Chicago,  1979.  428  pp.  Illus.  Price 
$26.95. 

Seventy  questions  relevant  to  the  most  im- 
portant advances  of  the  year  are  provided  at 
the  end  of  this  book.  Two  sample  questions  and 
answers  are  as  follows:  Question:  Will  weight 
loss  without  salt  restriction  lower  blood  pressure 
in  hypertensive  patients?  Answer:  Yes,  at  least 
8 mm  systolic.  Question:  Is  there  a diurnal 
rhythm  to  blood  pressure?  Answer:  Yes,  highest 
in  the  morning,  lowest  at  3 a.m. 

BernadineZ.  Paulshock,  M.D. 
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